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                                                                 Abstract 
The aim of this study was to examine the relationship between maternal PTSD symptoms and 
parenting, specifically the authoritarian and permissive parenting styles, and parental dimensions 
of nurturance, consistency, control, and physical punishment. Participants included a 
convenience sample of 84 mothers (40% Hispanic, 35% African American, and 25% Caucasian) 
from a community behavioral-health agency in Philadelphia. The mothers completed a brief 
demographic questionnaire, the Posttraumatic Stress Disorder Checklist – Civilian Version (PCL 
– C), the Beck Depression Inventory (BDI), the Parenting Authority Questionnaire – Revised 
Version (PAQ – R), and the Parenting Dimensions Inventory – Short Version (PDI – S). Based 
on PCL – C scores, the sample of mothers was divided into two groups: mothers with low levels 
of PTSD symptoms and mothers with severe to moderate PTSD symptoms. A multivariate 
analysis of covariance (MANCOVA) was utilized to compare the groups of mothers with low 
PTSD symptoms with mothers with severe to moderate PTSD symptoms across parenting 
variables, while controlling for maternal depression. The results of this study indicated that after 
depression was controlled, maternal PTSD symptom severity was not associated with 
authoritative, authoritarian, or permissive parenting styles, nor within parenting dimensions of 
nurturance, consistency, control, and physical punishment.  
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                                                Chapter 1: Introduction                           
 Statement of the Problem       
       Parenting style has been found to predict a child’s well-being in the areas of social 
competence, academic performance, psychosocial development, and problem behavior 
(Darling, 1999).  The construct of parenting style was developed to capture normal 
variations in parents’ attempts to control and socialize their children (Baumrind, 1991). 
Baumrind (1991) identified two important dimensions of parenting: parental acceptance-
responsiveness and parental demandingness-control. By crossing the acceptance-
responsiveness and demandingness-control dimensions, a typology of four parenting 
styles was described according to whether the parents were high or low on parental 
demandingness and responsiveness with their children: authoritarian, authoritative, 
permissive or indulgent, and neglectful or uninvolved (Baumrind, 1991). Authoritarian 
parenting refers to high demandingness-control and low acceptance-responsiveness 
parenting. Authoritative parenting refers to high demandingess and responsiveness 
dimensions. The permissive parenting style is high in acceptance-responsiveness; 
however, it is low in demandingness-control. Finally, the neglectful parenting style is low 
in both dimensions (Maccoby & Martin, 1983). Research based on parenting 
interventions, child reports, and parenting observations consistently finds that children 
whose parents are authoritative rate themselves and are rated by objective measures as 
more socially and instrumentally competent than those whose parents are 
nonauthoritative (Baumrind, 1991; Miller, Cowan, Cowan, & Hetherington, 1993;  
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Weiss & Schwartz, 1996). In addition, children whose parents are uninvolved perform 
most poorly in all domains (Darling, 1999).         
        Although Baumrind’s concept of parenting style was meant to describe normal 
variations in parenting (Darling, 1999), recent studies applied the concept of parenting 
style to parents with severe mental health illnesses, such as depression and schizophrenia 
(e.g., Goodman & Brumley, 1990; Pelaz, Field, Pickens, & Hart, 2008). Pelaz et al. 
(2008) found that depressed mothers were more likely to demonstrate an authoritarian 
parenting style with their toddlers. Greater parenting dysfunction was also found in 
mothers with schizophrenia (Goodman & Brumley, 1990; Sheldon, 1987). For example, 
Goodman and Brumley (1990) found that mothers with schizophrenia, when compared to 
mothers with no mental illness, tend to demonstrate parenting practices that are less 
responsive to and less involved with their children. 
         Parental psychopathology has been related to problematic development in children 
(Luoma et al., 2001; Prinstein & La Greca, 1999). For example, children with a parent 
suffering from schizophrenia showed multiple and extensive cognitive, attentional, and 
social impairments and, at follow up at the age of 18 years, demonstrated higher rates of 
mental health disorders when compared to the general population (Sheldon, 1987).   
Adult children of parents with mental illnesses report a lack of emotional affect, distorted 
perceptions of others, hypervigilance of others’ emotional states, and a development of 
mistrust in others, resulting in a poor ability to build close relationships (Murphy, Peters, 
Jackson, & Wikes, 2011).   
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       If parenting behaviors can be affected by parental mental health illness, such as 
depression or schizophrenia, one might wonder whether these parenting behaviors can 
also be affected by parental experience of trauma symptoms. For instance, would 
intrusive memories of trauma, flashbacks, and hypervigilance affect one’s parenting 
style? While common sense would say that posttraumatic stress disorder (PTSD) 
symptoms would impact parenting, little evidence supports this assumption.  In fact, 
while several studies examined a link between PTSD and family functioning variables, 
only one or two studies have investigated associations of PTSD with parenting behaviors 
specifically (Gewirtz, Polusny, De Garmo, Khaylis, & Erbes, 2010).     
         PTSD is a severe emotional and psychological reaction caused by experiencing one 
or more threats or traumatic events. Traumatic events occur quite frequently, with as 
much as 60% of the population in the United States exposed to at least one traumatic 
event in their lifetime (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995). Although 
not every trauma survivor develops PTSD, the lifetime prevalence of PTSD among 
American adults is 7.8 %. Frueh, Gold, Arellano, and Brady (1997) suggested that ethnic 
minorities may also be more vulnerable than ethnic majorities to the risk of developing 
PTSD. In addition, studies have consistently shown that women are twice as likely as 
men to develop PTSD (Kessler et al., 1995). Kessler et al. (1995) found that people of a 
younger age were more likely to develop PTSD from a traumatic event than those of 
older age. Given these factors, PTSD may affect a disproportionate number of women 
who are or will become a parent, particularly because women are more likely to 
experience certain kinds of trauma (e.g., sexual assault; Twohig & O’Donohue, 2007).   
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        The literature describes in detail the difficulties and impairments in daily life 
experienced by individuals coping with PTSD. According to the Diagnostic and 
Statistical Manual of Mental Disorders, 4th edition, text revision (DSM – IV – TR, 
American Psychiatric Association, 2000), the clusters of symptoms of PTSD include 
avoidance of the reminders of the trauma, re-experiencing the trauma, and 
hypervigilance. Additional symptoms of PTSD include emotional numbing, extreme 
distress, intrusive recollections and dreams, flashbacks, difficulty controlling anger, 
enhanced startle reaction, and trouble concentrating (Keane & Barlow, 2002). In addition 
to the emotional impact of PTSD, the societal, interpersonal, and psychosocial 
consequences of PTSD are considerable (Keane & Barlow, 2002). People who develop 
PTSD are more likely than the general population to utilize expensive medical services 
inappropriately, to earn less and divorce more, and to become involved with the legal 
system; they also report greater dissatisfaction with their lives, have more trouble raising 
their children, and change jobs more frequently (Kulka et al., 1990). 
                 In addition to affecting a patient’s emotions and behavior, PTSD can indirectly 
impact the function of the family (Riggs, Byrne, Weathers, & Litz, 1998). Previous 
research emphasized that the posttraumatic relationship between a husband and wife 
correlates with less marital satisfaction and intimacy (Dirkzwager, Bramsen, Ader, & van 
der Ploeg, 2005). Also, higher levels of PTSD symptoms, particularly emotional numbing 
symptoms, have a detrimental effect on parental satisfaction (Samper, King, King, & 
Taft, 2004). PTSD symptoms significantly affect self-reported perceived parenting 
behaviors through parental emotional numbness, avoidance, detachment from family  
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         activities and reduced monitoring of, and involvement with, children (Gewirtz, et al., 
2010).  
                  Although the studies document the negative effects of PTSD on marital and social 
relationships, less is known about the effect of PTSD on the parent-child relationship. No 
published research has investigated the impact of combat deployment injury on parenting, 
but the importance of understanding this relationship has been noted (Cozza, Chun, & 
Polo, 2005). Lauterbach et al. (2007) suggested that future research is needed to examine 
whether the influence of PTSD is more or less corrosive than the influence of other 
disorders on the parent-child relationship.  
                    Finally, PTSD is an emotional shock that may change a person’s world view and 
may perpetuate such symptoms as alertness, avoidance, and emotional numbness (Foa, 
Huppert, & Cahlil, 2006). Can this emotional shock impact parental acceptance, 
responsiveness, support, and sensitivity to the child’s needs? Hypothetically, the 
symptoms of PTSD can account for the development of a parenting style, that is lacking 
acceptance and responsiveness to the child’s needs and is demonstrating an abundance of 
neglectful and demanding parenting behaviors. In addition, the research supports the fact 
that caregivers’ abilities to monitor their children, to accurately interpret their behavior 
and emotions, and to respond appropriately to their needs for care and support may be 
influenced negatively by parents’ trauma-related symptoms (Gil-Rivas, Silver, Holman, 
McIntosh, & Poulin, 2007). Understanding the impact of trauma on parenting style may 
help design the interventions that would assist parents with PTSD to build healthier 
relationships with their children.  
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Purpose of the Study 
        This study investigated the relationship between maternal symptoms of PTSD and 
perceived maternal parenting style. It attempted to answer two major questions. First, will 
mothers with moderate to severe levels of PTSD symptoms differ from mothers with low 
levels of PTSD symptoms in terms of their perceived parenting style? More specifically, 
it was proposed that mothers experiencing moderate to severe levels of PTSD symptoms 
would be more likely to demonstrate authoritarian and permissive parenting styles than 
mothers with low levels of PTSD symptoms. 
        Further, a relationship between the severity of PTSD symptoms and parental levels 
of demandingness-control versus acceptance-responsiveness was proposed. It was 
expected that the parenting style of mothers with moderate to severe levels of PTSD 
symptoms would be characterized by higher levels of control and physical punishment 
and lower levels of parenting dimensions of nurturance and consistency than those of 
mothers with low levels of PTSD symptoms.  
        Although an emerging focus of clinical research and practice examines the impact of 
PTSD on couples and couple interventions (Erbes, Polusny, MacDermid, & Compton, 
2008), literature on interventions to support parenting among individuals with PTSD is 
lacking (Gewirtz et al., 2010). Effective parenting interventions for families affected by 
trauma might enhance parenting practices and improve parent-child relationships, as well 
as increase social support that would help to aid parenting in the face of family stress 
(DeGarmo, Patras, & Eap, 2008). In order to build effective parenting interventions for 
trauma survivors, one must understand the impact of trauma on parenting. 
7 
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       In the following review, parenting dimensions and styles are described. Then, 
parental psychopathology and its impact on parenting is briefly reviewed. Prevalence of 
PTSD in today’s society and the effects of PTSD symptoms on the individual are 
mentioned. The notion of intergenerational transmission and its impact on parenting, as 
well as parental interpersonal trauma and its effect on parenting, are discussed to more 
understand the impact of this mental health disorder on a parent. Next, a theoretical 
model of parental trauma symptoms and their impact on parenting is reviewed. A link 
between anxious parenting and its impact on parenting dimensions and styles is also 
examined. Finally, a study is proposed to investigate if mothers with moderate to severe 
levels of PTSD symptoms will demonstrate higher scores in authoritarian and permissive 
parenting styles scales, higher levels of control and physical punishment, and lower levels 
of nurturance and consistency. 
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                                      Chapter 2: Literature Review 
 Parenting Dimensions and Styles 
         Parenting is a complex activity that includes many specific behaviors that work 
individually and together to influence a child’s behavioral outcomes (Darling, 1999). 
Although specific parenting behaviors, such as spanking or reading aloud, may influence 
child development, looking at any specific behavior in isolation may be misleading 
(Darling, 1999). Darling (1999) emphasized that specific parenting practices are less 
important in predicting child well-being than is the broad pattern of parenting. Therefore, 
the concept of parenting style is widely utilized by researchers to describe a pattern of 
specific parenting practices. Baumrind (1991) defined the construct of parenting style as 
a way to capture normal variations in child-rearing. Darling and Steinberg (1993) defined 
parenting style as the emotional climate in which parents raise their children. As 
traditionally defined, parenting style captures two important dimensions of parenting: 
parental responsiveness and parental demandingness (Maccoby & Martin, 1983).  
Dimension of Parental Acceptance-Responsiveness 
          Parental acceptance-responsiveness refers to the extent to which parents are 
supportive, sensitive to their children’s needs, and willing to provide affection and praise 
when their children meet their expectations. Parental responsiveness also refers to “the 
extent to which parents intentionally foster individuality, self-regulation, and self-
assertion by being attuned, supportive, and acquiescent to children’s special needs and 
demands” (Baumrind, 1991, p. 62). The accepting and responsive parent is affectionate  
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toward, smiles at, offers praise to, and encourages the child, yet lets the child know when 
he or she misbehaves. The less accepting and responsive parent is often quick to criticize, 
belittle, punish, or ignore the child and rarely communicates to the child that he or she is 
loved and valued (Sigelman & Rider, 2009).  
Dimension of Parental Demandingness-Control 
         Parental demandingness-control (or permissiveness-restrictiveness) refers to the 
amount of control over decisions that lies with the parent as opposed to with the child. 
Parental demandingness also refers to “the claims parents make on children to become 
integrated into the family whole, by their maturity demands, supervision, disciplinary 
efforts and willingness to confront the child who disobeys” (Baumrind, 1991, pp. 61-
62).The controlling and demanding parent sets rules, expects the child to follow them, 
and monitors the child closely to ensure that the rules are followed. The less controlling 
and demanding parent or permissive parent makes fewer demands and allows the child a 
great deal of autonomy in exploring the environment, expressing opinions and emotions, 
and making decisions about his or her activities (Sigelman & Rider, 2009). Studies that 
examined the dimensions of parenting separately found positive relations between both 
acceptance-responsiveness and demandingness-control with psychosocial maturity 
(Steinberg, Elmen, & Mounts, 1989), school achievement (Paulson, 1994; Steinberg et al. 
1989), and self-esteem (Parish & McCluskey, 1992; Paulson, Hill, & Holmbeck, 1991).  
            Acceptance-responsiveness and demandingness-control dimensions can be 
combined to create four categories of parenting: authoritative (high demandingness and 
high responsiveness), authoritarian (high demandingness and low responsiveness),  
10 
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indulgent or permissive (low demandingness and high responsiveness), and indifferent or 
neglecting (low demandingness and low responsiveness; Baumrind, 1971; Maccoby & 
Martin, 1983). In other words, each parenting style is characterized by the presence of the 
parenting behaviors and practices that demonstrate various levels of acceptance of the 
child, responsiveness to the child’s needs, demandingness, and control of the child. Each 
parenting style is described as follows in terms of the parenting behaviors and practices 
that pertain to it. 
Authoritative Parenting Style         
          The authoritative parent demands control, yet is also responsive and accepting. 
This parenting style uses reasonable and democratic approaches that include setting clear 
rules and expectations; however, this parent also explains the rationales for rules and 
restrictions and communicates respect for the child. The authoritative parenting style 
combines the balanced combination of acceptance-responsiveness and demandingness-
control in parenting and predicts a high level of self-esteem, social skills, and academic 
achievement in the child. It brings up child outcomes that reflect the larger societal focus 
on individual freedom and growth (Harwood, Miller, & Irizarry, 1995).  
        Distillation of the research findings across studies reveals that the authoritative style 
of parenting apparently is considered the most ideal style for child development. This 
style has been associated with happiness, lower neuroticism, positive global self-worth, 
strong motivation to achieve, independence, assertiveness, advanced moral reasoning, 
autonomy, and a host of other positive outcomes in the child (Boyes & Allen, 1993; 
Steinberg et al.,1989).  Students' grades, confidence level, persistence, task involvement,  
11 
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and rapport with their teachers were generally predicted by both current and childhood 
levels of authoritative parenting style (Strage & Brandt, 1999).  
         In addition, a body of research using these constructs has consistently demonstrated 
that the authoritative parenting style (high warmth and democracy, with an emphasis on 
encouraging autonomy) has the most adaptive outcomes for children from European 
American, middle-class backgrounds (Karavasilis, Doyle, & Markiewics, 2003; 
Steinberg, Lamborn, Darling, & Dornbusch, 1992). At the same time, studies of parents 
from diverse cultural background demonstrate their tendencies to utilize authoritative 
parenting as well. Varela et al. (2004) suggested that parents of Mexican, Mexican 
American, and Mexican immigrant descent benefit from practicing authoritative 
parenting as much as do European American parents. The studies of African American 
parenting practices also supported the cross-cultural validity of the authoritative parenting 
style by demonstrating that the authoritative parenting style was most predictive of fewer 
child behavioral problems (Querido, Warner, & Eyberg, 2002). In addition, Chao (2003) 
emphasized that second-generation Chinese American adolescents benefit from 
authoritative parenting as much as do their European American peers in terms of school 
performance and parent-adolescent closeness. 
Authoritarian Parenting Style 
          The authoritarian parenting style combines high demandingness-control and low 
acceptance-responsiveness and imposes multiple rules, expectations of strict obedience, 
rare explanations for the child’s need to comply with the rules, and physical punishment. 
Authoritarian parenting represents parenting that is rigid and values strict adherence to  
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rules with relatively less affection and nurturing than authoritative parenting (Baumrind, 
1971). In general, this parenting style has been linked with a number of negative 
outcomes for the child including low self-reliance, low global self-worth, decreased 
happiness, lower achievement motives, increased drug use, less active coping, and 
increased anxiety (Klein, O'Bryant, & Hopkins, 1996; Wolfradt, Hempel, & Miles, 
2003). 
          Several studies discuss the specific negative impacts that the authoritarian 
parenting style may have on a child. Some of the negative impacts of the authoritarian 
parenting style on a child may include possible development of obsessive compulsive 
disorder, substance abuse, and poor parent-child relationships. For example, the 
authoritarian parenting style is a significant predictor of pediatric obsessive compulsive 
disorder symptoms. In a study by Timpano, Keough, Mahaffey, Schmidt, and 
Abramowitz (2010) obsessive compulsive symptoms were specifically linked with only 
the authoritarian parenting style. In addition, college students with authoritarian parents 
were at a higher risk of abusing alcohol (Malett et al., 2011), and, parent-child aggression 
was strongly related to an authoritarian parenting style (Rodriguez, 2010).  
         On the other hand, previous studies of parents from diverse cultural backgrounds 
suggest that authoritarian parenting practices could be useful for their children. For 
example, the authoritarian parenting style has received considerable attention in studies 
of African American families. Baumrind (1971) suggested that an authoritarian parenting 
style in African American families produced the most assertive and independent females, 
yet more recent studies have provided no evidence to suggest that authoritarian parenting  
13 
PERCEIVED PARENTING STYLES OF MOTHERS WITH PTSD 
 
produces the best behavioral outcome for African American children (Querid et al., 
2002). Previous studies of the authoritarian parenting style in Asian families also 
demonstrated positive outcomes for Asian children’s academic performance. Yet, Ang 
and Goh (2006) emphasized that authoritarian parenting could possibly have a different 
cultural meaning for Asian adolescents. For instance, the self-reports of Asian 
adolescents revealed that the authoritarian parents may have various parenting 
characteristics (more involved and less involved parent). The authoritarian parents are not 
one homogeneous group in Asian adolescents’ perception of the authoritarian parent, 
which creates implications and confusion in interpreting the results of previous studies of 
positive outcomes of authoritarian parenting in Asian families (Ang & Goh, 2006). 
Further research is needed to understand more about cross-cultural parenting styles. 
Permissive Parenting Style 
            Another parenting style that has received considerable attention in studies is the 
permissive parenting style. The permissive, or indulgent, parenting style is high in 
acceptance-responsiveness but low in demandingness-control. A parent practicing this 
parenting style promotes few rules and makes relatively few demands, encourages the 
child to express his or her feelings and impulses, and rarely exerts control over the child’s 
behavior. In addition, a parent practicing this parenting style may be inconsistent with 
rules, although very nurturing and loving towards his or her child.  
           The children whose parents follow the permissive parenting style are generally 
positive and show more vitality than those with authoritarian parents; however, they also 
report low self-control, less responsibility, lower grades, and low self-reliance  
14 
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(Dornbusch, Fraleigh, Ritter, Leiderman, & Roberts, 1987; Cheng & Furnham, 2000). In 
addition, in both mothers and fathers, the permissive parenting style was related to lower 
monitoring of children's unhealthy food intake, causing obesity (Haycraft & Blissett, 
2008). Lamborn, Mounts, Steinberg, & Dornbusch (1991) suggested that the permissive 
parenting style can have detrimental effects on a child’s behavior, resulting in greater 
psychological distress and delinquent behaviors, such as substance abuse and school 
misconduct. In addition, Darling and Steinberg (1993) identified the permissive and the 
authoritarian parenting styles to be associated with children’s lack of willingness to be 
parented. The studies of African American parenting practices also supported the cross-
cultural validity of the negative outcomes of the permissive parenting style. For instance, 
African American adolescents who reported a more permissive parenting style tended to 
express very intense and violent reactions towards any hypothetical situation that 
provoked conflict (Miller, Dilorio, & Dudley, 2002). 
Neglectful Parenting Style 
         Finally, the neglectful parenting style represents parenting strategies that combine 
low demandingness-control and low acceptance-responsiveness. This style incorporates 
parental rejection or lack of caring about the child, which could be the result of being 
overwhelmed by other stressors and lacking of mental resources to set and enforce rules 
(Maccoby & Martin, 1983). Parents practicing a neglectful parenting style have little 
emotional involvement with their children, and although they may provide such basic 
needs as food or shelter, they are uninvolved in their children's lives. The degree of  
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involvement may vary considerably; for example, some uninvolved parents may still 
have some basic limits, such as curfews, and others may not establish even simple rules. 
        The research has shown that the worst developmental outcomes are associated with 
neglectful parenting. Children of neglectful parents start demonstrating behavioral 
problems, such as aggression and frequent temper tantrums, as early as 3 years of age 
(Miller et al., 1993). Adolescents raised by neglectful parents tend to be more hostile and 
antisocial; they are also at a high risk of abusing alcohol and drugs (Brown, Lamborn, 
Mounts, & Steinberg, 1993). In addition, neglectful parenting is the style mainly related 
to specific eating disorder symptoms such as drive for thinness, body dissatisfaction, and 
bulimia (Jauregui, Bolanos, & Garrido, 2011). Furthermore, recent studies suggest a 
connection between a neglectful maternal parenting style and children’s poor dietary 
practices. Kremers, Brug, Vries, and Engels (2003) found that children of parents 
practicing the neglectful parenting style are less likely to engage in healthy dietary habits.  
Parents who fail to provide guidance and communicate a lack of caring to their child also 
tend to elicit resentment toward authority figures in their children (Lamborn et al., 1993). 
However, the most distinct behavior found in children of parents who are uninvolved and 
negligent is the tendency to be unengaged socially (Lamborn et al., 1991). The most 
negative outcomes of neglectful parenting were also demonstrated cross-culturally. 
Adolescent African American girls with neglectful or disengaged mothers were found to 
have more negative outcomes in the areas of externalizing and internalizing behaviors, 
academic achievement, work orientation, sexual experience, and pregnancy history than 
did European American adolescent girls (Pittman & Chase-Lansdale, 2003).  
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         Various studies demonstrate the detrimental influence of authoritarian, permissive, 
and neglectful parenting styles on a child’s upbringing. Decades of research allow the 
making of reasonably clear conclusions about the type of parenting behaviors that can 
exacerbate or diminish risk of emotional and behavioral problems in children. Risk 
factors include neglect; inconsistent, noncontingent, and harsh punishment; lack of 
supervision of the child; and absence of positive rewarding behavior (Dadds, 1995).  
Parenting style dimensions are not only clearly related to the development of emotional 
and behavioral problems in children, but also represent the main targets of interventions 
that seek to improve parenting skills and improve outcomes in children (Sanders, 1999).           
          To conclude, the studies demonstrate cross-culturally that the authoritarian, 
permissive, and neglectful parenting styles can impact the child in various domains of 
functioning. The measurement scales of the parenting styles demonstrated that not only 
children or adult children can provide reliable information on parenting practices, but 
also the parents themselves can report reliably on parenting behaviors (Bryson, 1995; 
Furstenburg, 1995). Although Baumrind suggested that parenting style was proposed to 
describe normal variations in parenting (Darling, 1999), recent studies describe the 
parenting styles of parents with psychopathology. In the past few decades, 
deinstitutionalization and community-based rehabilitation and support programs have 
increased the likelihood that women with serious mental disorders will be parents and 
will raise their children (Oyserman, Mowbry, Meares, & Firminger, 2010). Therefore, 
describing and studying what is known about parental psychopathology is important in  
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terms of helping mothers with mental illnesses to have healthier relationships with their 
children.  
                                           Parental Psychopathology  
          The population of parents who have been diagnosed with serious mental illness has 
increased in recent years (Kessler et al., 1997). Approximately 30% of adults in the 
United States report having had at least one mental disorder in the prior 6 months 
(Kessler et al., 1997), and more than half of these adults have children (Nicholson, 
Larkin, Simon, & Banks, 2001). Parental mental illness can significantly impact children 
(Nicholson, Sweeny, & Geller, 1998).  Parental psychopathology is well documented as 
one of the strongest predictors of negative outcomes in children. Children exposed to 
parental mental illness are at risk of developing their own emotional, behavioral, and 
substance-abuse related problems (Child Welfare League of America, 2001; Grant, 
2000). Considerable empirical evidence demonstrates that children of mothers with 
mental illness are at risk for psychological problems (Beardslee & Wheelock, 1994; 
Philips & O’Hara, 1991), abuse and neglect, isolation, guilt, lack of support, and 
traumatic separations (Dunn, 1993). Yet, as Cummings (1995) has noted, many children 
of parents with mental illness develop adaptively and competently, and some develop 
into well- or even high-functioning adults. In addition, the researchers Rutter and Quinton 
(1984) concluded on the basis of their findings that parental mental illness itself is not a 
risk to the development of a child. Rather, it is derived from the disturbance in parenting 
associated with mental illness. For example, maternal mental illness is associated with  
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less responsive maternal behaviors and more negative mother–infant interactions 
(Mowbray, Lewandowski, Bybee, & Oyserman, 2004).  
          Parental mental illness can significantly impact the lives of dependent children 
through parenting practices and behaviors. Parents experiencing mental illness are often 
unable to provide adequate emotional support to their children as a result of the 
symptoms and treatment of their own illness (Cicchetti & Toth, 1998; Jameson, Gelfand, 
Kulscar, & Teti, 1997). For example, depressive symptoms can directly affect a mother’s 
responsiveness and sensitivity during mother–infant interactions, resulting in either 
maternal intrusive interactions or maternal withdrawal (Nicholso et al., 1998). Moreover, 
some parents with schizophrenia can expose their children to overt psychotic symptoms 
and also to deficits in parenting, such as a lack of emotional warmth and impaired 
maternal sensitivity and responsiveness to the child (Manning & Gregoire, 2008). The 
children of parents with psychopathology are more likely than children who do not have 
parents with a mental illness to be exposed to inconsistent, unresponsive, and ineffective 
parenting, as well as, to family violence, child abuse, and neglect (Egeland & Susman-
Stillman, 1996; Juades, Ekwo, & Vam Voorhis, 1995).  
           The literature on parental psychopathology describes the impact of mental illness 
on children through deficits in parenting. However, the literature continues to emphasize 
the need for more studies on the specific pathways through which certain parental mental 
illnesses affect parenting and, as a result, impact children.  One of the most common 
mental health disorders in the United States is PTSD (Kessler et al., 1995). Although  
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little empirical research has been done, clinical evidence has indicated that PTSD 
symptoms can impact parents’ functioning by affecting the ability to parent effectively 
and the ability to be sensitive to their children’s needs (Appleyard & Osofsky, 2003). The 
following section describes the impact of PTSD on parenting. In addition, the mechanism 
by which PTSD in trauma survivors may affect parenting is reviewed.             
PTSD 
         PTSD is an anxiety disorder described in the DSM-IV-TR (2000) that affects 
approximately 8% of the adult population in the United States. Although a minority of 
persons exposed to trauma develops DSM-IV-TR diagnosable PTSD (Kessler, 2000), it is 
still one of the most common mental disorders (Kessler et al., 1995). The current rates of 
PTSD among trauma survivors are the following: 15.2% of 500,000 male Vietnam 
theater veterans; 17.8%  of 9.9 million female physical assault victims; 13% of 13.8 
million female sexual assault victims; and 3.4% of female victims of noncrime trauma 
(Kessler et al.,1995).  
          The DSM-IV-TR (2000) requires that a person meet six major criteria in order for a 
diagnosis of PTSD to be made. These criteria include being exposed to a traumatic event 
during which a threat is made to the physical integrity of the person or others and 
responding to this event with fear, helplessness, or horror (Criterion A), as well as 
developing difficulties within three symptom clusters (re-experiencing symptoms, 
avoidance symptoms, and hyperarousal symptoms). Re-experiencing symptoms 
(Criterion B) includes recurrent and intrusive distressing thoughts about the trauma, 
recurrent nightmares, flashbacks, intense distress when reminded of the trauma, and  
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physiological reactions, such as increased heart rate or sweating, when reminded of the 
trauma. A minimum of one re-experiencing symptom is needed for diagnosing an 
individual with PTSD. 
          Avoidance symptoms (Criterion C) include avoidance of thoughts, feelings, and 
emotions associated with the trauma; avoidance of activities, places, or people that are 
reminders of the trauma; poor ability to recall important aspects of the trauma; loss of 
interest in previously enjoyed activities; feelings of detachment from others; emotional 
numbness; and a sense of a foreshortened future. In order to diagnose an individual with 
PTSD, at least three avoidance symptoms must be present. Finally, hyperarousal 
symptoms (Criterion D) include poor sleeping patterns, irritability, difficulty 
concentrating, exaggerated startle response, and hypervigilance. Moreover, these 
symptoms must be present for longer than 1 month (Criterion E) and must cause 
clinically significant distress and/or functional difficulties in one of the life areas 
(Criterion F).  In addition to these symptoms, Foa et al. (1999) emphasized that a survivor 
of a trauma may develop dysfunctional cognitions about the world and self. These 
dysfunctional cognitions could include such thoughts as “The world is dangerous” and “I 
am incompetent to cope with it.” These thoughts about the world and self would cause an 
individual to feel alert, anxious, and stressed most of the time (Foa et al., 1999). 
          The vast amount of literature describes the difficulties and impairments in daily 
life caused by the symptoms of PTSD, such as difficulties in building relationships, 
holding a job, maintaining a marriage, and maintaining sobriety (Kessler et al., 1995). In 
addition, the aftermath of the trauma may also include deficits in cognitive functioning,  
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including poor memory and concentration (Golier & Yehuda, 2002; Horner & Hamner, 
2002); posttraumatic nightmares characterized by repetitive, accurate replays of trauma 
accompanied by content-congruent cognitive, affective, physiological, and behavioral 
responses (Hartmann, 1996); impairments in social functioning and emotional well-being 
(Zatzick et al. 1997); difficulties with intimacy and marital communication (Cook, 
Coyne, Riggs, Thompson, & Sheikh, 2004); lower marital satisfaction and stability; and 
outbursts of rage and aggression (Nelson Goff, Crow, Reisbig, & Hamilton, 2007).      
           Although the studies document the negative effect of PTSD on marital and social 
relationships, less is known about the effects of PTSD on parent-child relationships 
(Lauterbach et al., 2007). For example, studies of Holocaust and World War II 
survivors, Vietnam veterans, battered women, and survivors of childhood sexual abuse, 
as well as of Iraq combat veterans, emphasized the parenting by traumatized adults is 
different from parenting by nontraumatized adults. However, researchers call for more 
studies to be completed in this area to better understand the specific factors and 
mechanisms that may affect parenting by trauma survivors. For example, Cohen, 
Zerach, and Solomon (2011) emphasized that parenting by traumatized veterans has 
received limited empirical attention in recent studies. Further research is needed to better 
understand parenting by the trauma survivors and to better understand the long-term 
impact of  parental PTSD on children.  
 Parental PTSD     
        Children of traumatized parents may be affected directly or indirectly by their 
parents’ posttrauma symptoms (Ancharoff, Monroe, & Fisher, 1998). The literature and  
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studies that emerged after World War II describe in detail the difficulties in psychosocial 
functioning demonstrated by the children of Holocaust and Civil Internment Camp 
survivors (Freyberg, 1980; Krystal & Niederland, 1968; Nagata, 1991; Rakoff, Sigal, & 
Epstein, 1976). Later on, the research examined parenting difficulties and the impact of 
parenting on children of Vietnam combat veterans. For example, Rosenheck and Nathan 
(1985) described a child of a combat veteran with PTSD as having insomnia; headaches; 
tearfulness; feelings of helplessness; fears of being kidnapped, shot, or killed; attention 
problems at school; and fantasies similar to the parent’s flashbacks. Further research 
investigated parenting difficulties in battered women and survivors of childhood sexual 
and physical abuse (Banyard, Williams, & Siegel, 2003). Recent studies of deployed Iraq 
combat veterans continue investigating the parenting difficulties in trauma survivors 
(Gewirtz et al., 2010; Samper et al., 2004). This body of literature strongly suggests a 
difference in parenting by those who suffer from PTSD. The phenomenon of parent-child 
intergenerational transmission was found among those individuals who suffer from 
PTSD. In addition, recent studies emphasize that parental interpersonal trauma and PTSD 
symptoms of emotional numbness may also impact parenting by trauma survivors. 
         Parent-child Intergenerational Transmission of Trauma Symptoms. 
Intergenerational transmission refers to the transfer of individual abilities, traits, behaviors, 
and outcomes from parents to their children (Freyberg, 1980; Krystal & Niederland, 1968; 
Rakoff et al., 1976). The phenomenon of intergenerational transmission was first 
described in anecdotal literature by authors who observed the children of Holocaust 
survivors (Freyberg, 1980; Krystal & Niederland, 1968; Rakoff et al., 1976). Later,  
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researchers observed children whose parents had been interned in Japanese Civil 
Internment Camps during World War II (Doreleijers & Donovan, 1990). Similarly, 
internment of Japanese Americans in the United States has been found to impact 
survivors and their children (Nagata, 1991). Finally, intergenerational transmission of 
trauma has also come to the attention of clinicians working with Vietnam combat 
veterans (Ancharoff et al., 1998).              
         Harkness (1993) noted that some symptoms directly related to parental trauma can 
be identified in children. The following deficits in psychosocial functioning in children of 
Holocaust survivors, interned camp survivors, and Vietnam veterans were noted: a 
tendency to avoid separation from  their parents; overt expressions of anger; the desire to 
protect their parents from emotional pain; symptoms similar to dissociation and 
emotional numbing; daydreaming the content of parental experiences (Epstein, 1979); 
heightened awareness of parental trauma; and, finally, difficulties in academic 
performance, peer relationships, and affective coping (Harkness, 1991).  
          These symptoms in children of trauma survivors raised interest in identifying the 
specific behaviors that the traumatized parents practice with their children. The behaviors 
identified in the trauma survivors included parental denial of the trauma, as well as 
parental encouragement of aggression and mistrust in children. In addition, Ancharoff et 
al. (1998) noted that the trauma survivors communicated trauma-related beliefs and 
assumptions to their children. 
         The trauma-related beliefs and assumptions that trauma survivors communicate to 
their children have been explained by the information-processing theory of Janoff- 
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Bulman (1992) and the constructivist self-development theory of McCann and Pearlman 
(1990). According to these theories, individuals tend to perceive and understand the 
world in schema-consistent ways. A schema here is a mental structure that represents 
organized knowledge and a set of beliefs about the world and self. The experience of the 
trauma affects fundamental assumptions about the world and self that are crucial for 
maintaining the feeling of personal safety and security in the world: the world is 
benevolent, the world is meaningful, and the self is worthy. After the trauma, the world is 
no longer considered safe and secure; thus, a new world is constructed. In this new world, 
an individual may become alert, hypervigilant, mistrustful, angry, and emotionally and 
physically sensitive to any possible threat (Janoff-Bulman, 1992). The trauma experience 
not only affects the individual’s understanding and perception of the world, but also 
affects the individual’s dominant needs. The needs hypothesized to be the most affected 
by the traumatic experience include safety, trust and dependency, independence, 
intimacy, and esteem (McCann & Pearlman, 1990).  
           Ancharoff et al. (1998) hypothesized that the disruptive schemata of traumatized 
parents can be transmitted to their children. For example, the traumatized parents equip 
their children with the strategies that were useful for them during their lives in a 
concentration or internment camp (Acharoff et al., 1998). Danieli (1985) also described a 
constant psychological presence of the Holocaust in the homes of survivors and their 
children. Therefore, the children may develop the disruptions in basic assumptions and 
beliefs about the world similar to those of their parents. Children may also develop 
disruptions in achieving the basic needs for safety, trust and dependency, independence,  
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intimacy, and esteem (McCann & Pearlman, 1990). The children of traumatized parents 
demonstrated emotional and behavioral problems and disruption in psychosocial 
functioning and adjustment, hypothetically resulting from receiving trauma-related 
communications about an unsafe world (Ancharoff et al., 1998).  
         The following specific behavioral components of the trauma transmission from the 
parent survivors to their children have been identified: silence or avoidance of parental 
trauma triggers; overdisclosure or parental attempt to prepare the child for the dangerous 
world; child’s identification with parental feelings and behaviors, such as emotional 
numbness and hypervigilance; and parental reenactment of their own trauma-related 
feelings with their children in preparation for survivorship in an unsafe world (Ancharoff 
et al., 1998; Danieli, 1985).   
        Silence or avoidance of parental trauma triggers 
       The parent’s behaviors may inhibit discussion about any sensitive issues. The family 
members, especially children, learn quickly to avoid discussion of events, situations, 
thoughts, or emotions that may trigger the parental posttrauma reactions. The family may 
choose to avoid sensitive issues by changing the subject, scapegoating the child, and 
engaging in marital arguments. Parent-child interaction maintains avoidance of sensitive 
issues to protect the child from the parental posttrauma reactions. For example, a combat 
veteran may react to sensitive issues with extreme anxiety or outbursts of rage (Ancharoff 
et al., 1998; Danieli, 1985).   
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      Parental overdisclosure of trauma symptoms 
      Although trauma survivors frequently try to protect their children from the emotional 
pain of their memories, a disclosure still occurs. The parental disclosure may be made 
with the urgency to prepare children to survive in a world in which the parent believes 
there is no trust and danger is omnipotent (Danieli, 1988). The parents who have not 
sufficiently integrated their trauma memories often have difficulty choosing how much to 
disclose and determining the impact of the disclosure on their children. The impact of 
such direct disclosure on children may be horror, particularly when delivered in a flat, 
nonchalant way (Danieli, 1988).  
       Identification with parental feelings and behaviors 
       Traumatized parents’ posttrauma reactions can be unpredictable and frightening for 
their children. In addition, the survivors may be unable and unwilling to explain to their 
children what is happening to him or her. Subsequently, the parents may feel guilty for 
having to put the family through this experience and may isolate themselves from 
children. On the other hand, the children of the combat veterans in one study emulated 
some of the parental symptoms in an attempt to identify with their parents’ experiences 
and feelings (Harkness, 1993). Harkness (1993) hypothesized that the symptom of 
hypervigilance may be conveyed to children through observation and modeling. For 
example, a child of a Vietnam combat veteran may observe the parent angrily insisting on 
sitting in the far corner of a restaurant to have a full view of the room, so no one can 
surprise or ambush the parent. The child may manifest similar behaviors on the 
playground. For example, the child may insist on sitting in the far corner of the  
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playground and observe other children, perhaps believing that dangers are in the world 
(Ancharoff et al., 1998; Danieli, 1985).   
       Reenactment of parental trauma symptoms 
       The literature suggests that trauma survivors may behaviorally engage their children 
in the scenarios that are thematically reminiscent of parental trauma (Ancharoff et al., 
1998). The goal of these parenting behaviors is to protect their children from an unsafe 
world. The following experience was described in personal communication with a 
Vietnam veteran who had experienced severe combat exposure and disillusionment with 
his superiors: 
                  The father took his 3-year-old child to the playground and promised to  
                  catch the boy at the bottom of the slide. The parent deliberately broke  
                  his promise and explained that he is teaching his child to learn to distrust  
                  what people are telling him. (Danieli, 1985)  
In this parent-child interaction, the content of the parent’s previous experience was 
powerfully transmitted, even without words and explanations (Danieli, 1985). In past 
decades, this parent-child interaction and the process of intergenerational transmission 
was explained by the social learning model. The social learning model posits that 
children learn behaviors from their parents. When they become parents themselves, they 
model their parenting behaviors on those they observed and learned as children (Muller, 
Hunter, & Stollak, 1995).          
         Despite the multiple qualitative and quantitative studies of the parenting behaviors 
of Holocaust survivors, Japanese and Japanese American internees, and Vietnam combat  
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veterans, the exact nature of intergenerational transmission continues to remain unclear. 
Further investigation is needed into the mechanisms of transmission, perhaps through 
more detailed study of the parent-child interaction (Rosenheck & Fontana, 1998). Finally, 
the researchers clarified that it is not the trauma exposure per se that is associated with 
the intergenerational responses to traumatic events, but rather the posttraumatic responses 
of the parent that may be relevant (Yehuda, Schmeider, Giller, Siever, & Binder-Brynes, 
1998). 
          Parental Interpersonal Trauma. Recent studies explored the impact of specific 
types of trauma on parenting (Rosenheck & Fontana, 1998). Van der Kolk (1996) 
distinguished between two types of trauma: interpersonal and noninterpersonal.  A 
history of interpersonal trauma, such as rape and domestic violence, was identified as 
putting an individual at a significantly higher risk of developing subsequent psychiatric 
and interpersonal problems in comparison to noninterpersonal trauma exposure, such as a 
natural disaster or an accident (van der Kolk, 1996). The multiple potential reasons for 
the differential impact of interpersonal trauma include that the trauma is often at the 
hands of a known and trusted individual; tends to involve manipulation or force, and is 
more likely to engender feelings of betrayal, shame, and guilt. On the other hand, traumas 
caused by events such as a natural disaster or accidents are more often single incidents; 
less likely to be experienced as personal, purposeful violations; and less associated with 
stigma and blame (van der Kolk, 1996).  
          Cohen, Hein, and Batchelder (2008) examined the impact of interpersonal trauma, 
such as childhood physical and sexual abuse, on parental functioning in a sample of 176  
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urban mothers. The researchers hypothesized that mothers with a history of maternal 
interpersonal trauma would be associated with parental abuse potential, parental 
punitiveness, and parental psychological and physical aggression (Cohen et al., 2008). In 
addition, low parenting satisfaction may be associated with a history of interpersonal 
trauma in parents (Cohen et al., 2008). The authors expected that mothers suffering from 
interpersonal trauma would demonstrate avoidance and emotional numbness symptoms 
leading to retracting from aggressive discipline. In fact, the results demonstrated that 
PTSD was significantly negatively correlated with physical discipline. Cohen et al. 
(2008) emphasized that future research is needed to look more closely at the relationship 
among specific PTSD symptom clusters, type of trauma, and various parenting behaviors. 
          Parental Exposure to Violence and Childhood Maltreatment 
          One of the possible effects of trauma on parenting has been described in studies of 
the parenting characteristics of Vietnam combat veterans and survivors of childhood 
abuse. Rosenheck and Fontana (1998) suggested that parental exposure to violence is 
associated with increased incidents of physically aggressive parenting behaviors towards 
their children.  For example, a direct and significant relationship was found between the 
participation of veterans in abusive violence during the Vietnam conflict and behavioral 
disturbances in their children some 15 to 20 years later. The precise nature of this effect 
remain unclear, and further investigation is needed to understand the specific mechanism 
behind parental exposure to violence and behavioral disturbances in their children 
(Rosenheck & Fontana, 1998).     
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         In addition, Banyard et al. (2003) noted that a growing body of research has 
documented negative consequences on the parenting role of survivors of childhood 
maltreatment (Alexander, Teti, & Anderson, 2000; Banyard, 1997; Elliott & Carnes, 
2001; Douglas, 2000; Kaufman & Zigler, 1987). Banyard et al. (2003) conducted a study 
with 178 urban mothers who had been maltreated as children. The researchers noted that 
the mothers with a history of maltreatment in this study tended to engage in neglect and 
severe physical punishment of their children.  Estimates are that approximately 30% of 
parents who experienced maltreatment in childhood go on to perpetuate abusive 
behaviors on their own children (Kaufman & Zigler, 1987). For example, the studies of 
Alexander et al. (2000) and Banyard (1997) supported the fact that mothers with a history 
of childhood sexual or physical abuse utilize severe physical punishment on their children 
and demonstrate decreased support of their own children who disclose abuse. In addition, 
a history of parental childhood sexual abuse has been linked to the risk of problems in 
relationships and in perceptions of children and more negative views of self as a parent 
(Douglas, 2000: Elliott & Carnes, 2001).  
       Only recently has research attention been drawn to the impact of childhood trauma 
and its relationship to the survivor’s psychosocial functioning. Banyard et al. (2003) 
conducted an exploratory study with 174 female childhood trauma survivors from low-
income neighborhoods. Researchers proposed that higher levels of trauma exposure 
would be related to more negative parenting practices, such as physical punishment and 
neglect of a child. Also, frequent reports of child abuse were linked to this population 
(Banyard et al. 2003). The results of the study confirmed that higher levels of childhood  
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trauma exposure were related to low parenting satisfaction, reports of neglectful 
behaviors, more severe physical discipline, and child abuse. To examine the ways 
specific childhood trauma may affect parenting, the researchers divided the survivors of a 
childhood trauma in two groups: the childhood sexual abuse survivors and the childhood 
physical abuse survivors. The researchers explored which group of mothers would 
engage in negative parenting behaviors.  The results demonstrated that the childhood 
sexual abuse on its own did not relate directly to any of the negative parenting outcome 
measures. Only the parental reports of childhood physical abuse and the trauma of adult 
domestic violence were related to reports of neglectful parenting behavior, protective 
service involvement with children, lower levels of parenting satisfaction, and higher rates 
of more severe physical punishment of children (Banyard et al., 2003). 
       Banyard et al. (2003) also hypothesized that maternal depression, in addition to a 
history of trauma, would mediate negative parenting practices. The results demonstrated 
that maternal depression did not mediate the relationship between the trauma and the 
physical punishment, neglect of a child, and report of child abuse; the only parenting 
variable shown to be mediated by parental depression was parenting satisfaction 
(Banyard et al., 2003). Although the findings indicated that traumatic exposure to 
domestic violence and childhood physical abuse was linked to increased reports of child 
neglect, increased parental use of severe physical punishment, and a history of protective 
services reports, the researchers emphasized that different aspects of parenting may be 
impacted by trauma in different ways. Some types of trauma may be more important to 
an understanding of trauma’s impact on parenting. Future studies are needed to examine  
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the impact of specific types of trauma on negative parenting outcomes (Banyard et al., 
2003).       
           Parental Emotional Numbness  
           In the past decade, a few studies investigated whether parental trauma symptoms 
of emotional numbness impact parenting behaviors. Parents with a history of deployment 
to Iraq or Afghanistan and diagnosis of PTSD were examined in terms of their parenting 
behaviors (Levendovsky & Graham-Bermann, 2000; Ruscio, Weathers, King, & King, 
2005). The researchers investigated the impact of parental PTSD symptoms on parenting 
behaviors. One of the core symptoms of PTSD is emotional numbness. Emotional 
numbness refers to one’s difficulty experiencing positive or negative emotions and one’s 
feelings of detachment from others (Kessler et al., 1995). Specifically, symptoms of 
maternal emotional numbness may manifest themselves in detachment from activities 
with children, reduced monitoring and less involvement with children, and changes in 
maternal warmth (Levendovsky & Graham-Bermann, 2000).  In addition, in a study of 
129 combat veterans, emotional numbness was associated with parental unavailability, 
parental detachment, and parental disinterest in interactions with their children (Ruscio et 
al., 2005). 
       Although the exact mechanism of how emotional numbness affects parenting 
remains unclear, the symptom of emotional numbness in combat veterans has been 
identified to be a predictor of parent-child aggression and diminished parental warmth 
(Lutenbach, Bak, & Reiland, 2010). Parental warmth has been identified as one of the 
most important dimensions in parenting style (Maccoby & Martin, 1983) and an  
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important component of effective parenting (Levendovsky & Graham-Bermann, 2000). 
Graham and Rawlings (1991) emphasized that there is direct evidence that parenting may 
be impacted by the experience of domestic violence.  The study of the parenting 
behaviors of 126 urban women with a history of domestic abuse and violence identified 
that psychological and physical abuse were both highly related to their reduced maternal 
warmth. For example, some battered women talked about the trauma’s interfering with 
their ability to give love and time to their children (Levendovsky & Graham-Bermann, 
2000).  Future studies may examine the associations between the specific symptoms of 
PTSD, such as emotional numbness, and specific parenting dimensions, such as maternal 
warmth.  In addition, further studies are needed to understand the impact of PTSD on 
parenting and to develop a model that would explain the specifics of how trauma and 
PTSD may impact parenting.  
                     Impact of Trauma Symptoms and Anxiety on Parenting   
       Trauma survivors may demonstrate specific behaviors towards their children. The 
specific behaviors that some of these parents demonstrate include parental 
encouragement of aggression and mistrust in their children, as well as the parental 
communication of trauma-related messages to their children (Ancharoff et al., 1998). In 
addition, parents with a history of interpersonal trauma, such as childhood physical abuse 
or combat, demonstrated a higher incidence of severe physical punishment toward their 
children than did parents without such a history (Alexander et al., 2000; Banyard, 1997). 
Finally, parents with a past history of domestic abuse and violence demonstrated a 
decrease in maternal warmth and attachment to their children (Levendovsky & Graham- 
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Bermann, 2000). Although some differences in parenting behaviors of adults suffering 
from PTSD have been identified (Alexander et al., 2000; Ancharoff et al., 1998), further 
research is needed to develop a theoretical model that would help explain the connection 
between PTSD and parenting. 
             One theoretical model that supports the link between parental trauma and its 
impact on children was proposed by Wamboldt, Weintraub, Krafchick, Berce, and 
Wamboldt (1995). The authors outline a potential model of how trauma in the parental 
generation affects both the medical and the psychological outcome of children with 
severe and chronic asthma. Although this model was developed to account for the 
parental trauma symptoms in families caring for children with severe asthma,  this model 
makes an attempt to describe how parental trauma symptoms may affect not only medical 
but also psychological outcomes in children.  
Theoretical Model of Parental Trauma and Parenting  
         Several studies indicate that parental trauma may affect parenting and child 
outcomes through various pathways (Alexander et al., 2000; Ancharoff et al., 1998; 
Levendovsky & Graham-Bermann, 2000). A model of the effect of parental trauma on 
children was proposed by pediatric psychiatrists treating children suffering from asthma. 
Asthma is one of the most common chronic illnesses, with a 4 to 12 % prevalence rate in 
children throughout the United States (Bloomberg & Strunk, 1992). Clinicians observed 
that prior unresolved trauma in the parents of children suffering from severe, chronic 
asthma could decrease the parents’ ability to appropriately manage asthma in their 
children. Many of the parents of children with uncontrolled asthma revealed that they  
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themselves had traumatic experiences prior to the onset of their child’s asthma. The 
parents also reported experiencing posttraumatic consequent psychological symptoms. 
The researchers suggested that parental trauma did not exert a direct effect on the child’s 
functioning, but rather, it decreased the parents’ ability to deal effectively with the 
anxiety and stress resulting from the child’s illness (Wamboldt, Weintraub, Krafchick, 
Berce, & Wamboldt, 1995).  
      Thus, Wamboldt et al. (1995) hypothesized that parents with a prior history of 
trauma, especially those who have not yet resolved their reactions to prior traumas, may 
be at a higher risk than parents without a history of trauma of developing posttraumatic 
stress reactions to their children’s asthma.  The parental symptoms of trauma, such as  
hypervigilance, emotional numbness, and avoidance, may be exacerbated by observing 
their child’s severe asthma symptoms. Hypothetically, the exacerbation of parental 
trauma symptoms would impact parental care for their children suffering from chronic 
asthma.  
       Wamboldt et al. (1995) specifically proposed two hypothetical components that may 
impact parental ability to regulate a child’s asthma symptoms: (a) hypervigilance or (b) 
avoidance and emotional numbness.  The first component the symptom of 
hypervigilance, mediates the parental trauma and poor regulation of a child’s asthma 
symptoms. The following pathway through which the symptom of hypervigilance would 
impact the parenting was identified: If a child were to demonstrate a relatively minor 
respiratory symptom, a hypervigilant parent would misinterpret the child’s emotional and 
physical distress and respond with extreme anxiety and physiological overreactivity.  
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Then, the parent would respond to the child’s minor symptoms by overmedicating the 
child or taking him or her to the emergency room. In addition, this parent may be more 
likely to limit his or her child’s activities, for example, keeping the child out of school for 
fear of exacerbating the asthma. Finally, inadequate parental responses to a child’s minor 
asthma symptoms may lead to behavioral and emotional problems in this child. Not only 
a parent, but also a child in this case, may fail to learn to recognize and discriminate a 
mild asthma symptom from a severe one. Therefore, the parental ability to manage a 
child’s asthma appropriately becomes impacted.   
        In addition, the parental trauma symptoms of avoidance and emotional numbness 
may impact parental care for children with asthma. For example, Wamboldt et al. (1995) 
emphasized that a parent with a high level of avoidance would avoid anxiety-provoking 
events, including their child’s asthma symptoms. As a result, this parent may fail to 
recognize early exacerbations of a child’s respiratory symptoms and may delay giving 
treatments until the symptoms escalate to a dangerous point.  
      Although this model makes an attempt to link the parental trauma symptoms and the 
parental ability to manage a child’s asthma symptoms, this model does not fully explain 
the potential mechanisms through which parental PTSD may impact parenting. In 
addition, this model describes parenting difficulties with only children with a medical 
illness. Despite the limitations, this model still provides a foundation for developing a 
theoretical model of the specific pathways through which parental trauma may affect 
parenting.   
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Anxious Parenting: Dimensions and Styles 
           PTSD is an anxiety disorder that includes the symptoms of avoidance, 
hypervigilance, and emotional numbness. Every anxiety disorder has its own diagnostic 
characteristics, and the focus of the anxiety varies across the disorders (DiTomasso & 
Gosch, 2002). However, there are some common features across the anxiety disorders, 
such as intense response to feared events and avoidance of feared events, as well as 
distress that interferes with social functioning (DiTomasso & Gosch, 2002) and familial 
functioning, such as parenting. Recent literature has been reviewing anxious parenting.  
As was described earlier, Wamboldt et al. (1995) hypothesized that the parental anxiety 
symptoms of avoidance, hypervigilance, and emotional numbness can account for the 
parening behaviors of overreactivity or avoidance of a child’s medical symptoms. In 
addition, a few recently published studies have compared anxious and nonanxious 
mothers on key dimensions of parenting that are hypothesized to be affected by parental 
anxiety (Ginsburg, Grover, Cord, & Ialongo, 2006; Ginsburg & Schlossberg, 2002). The 
following parenting dimensions have been noted in anxious parents: increased parental 
overcontrol and overprotective parenting; parental modeling of anxious behaviors; and 
diminished parental warmth, including high levels of parental criticism (Drake & 
Ginsburg, 2011).  
          Parental overcontrol and overprotective parenting. Overcontrolling parenting 
practices refer to those behaviors that are restrictive and characterized by overprotection 
and lack of granting of autonomy (Drake & Ginsburg, 2011). These behaviors are 
thought to prevent parents from giving their children an opportunity to develop  
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independence, autonomy, and experience in novel situations (Chorpita & Barlow, 1998; 
Ginsburg & Schlossberg, 2002; Rapee, 1997; Siqueland, Kendall, & Steinberg, 1996). 
Parental overcontol also has been associated with child anxiety (McLeod, Wood, & 
Weisz, 2007). For example, Hudson and Dodd (2012) conducted a study in which 
mothers were observed while interacting with their children. Maternal overprotection and 
the granting of autonomy were assessed with the Parent Protection Scale (PPS). The 
subscale of Control was utilized in this study and included items such as “I determine 
who my child will play with” and “I dress my child even if he/she can do it alone.” The 
results demonstrated that children of parents involved in “helicopter parenting,” or 
overprotective behaviors, demonstrated higher levels of anxiety and were more 
withdrawn from their mothers. Some evidence suggests that anxious parents, specifically 
those parents suffering from PTSD, may demonstrate overprotective parenting tendencies 
as a result of difficulty in learning safety signals (Jovanovic et al., 2005).            
           In order to understand more about the components of overprotective parenting 
tendencies, one may look at the evidence suggesting that individuals with PTSD 
demonstrate difficulty in learning safety signals. Although most individuals are capable 
of detecting safety signals (Jovanovic et al., 2005), evidence suggests that individuals 
with PTSD may have impairments in safety-signal learning, making difficult the 
discrimination between cues associated with safety and those associated with threat 
(Jovanovic et al., 2009). For example, these individuals might respond fearfully to the 
sound of a start gun at a track meet, failing to detect the many safety cues around them  
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(including a group of staggered runners taking off for their race) that should presumably 
assure them that they are safe and enable them to inhibit their fear.  
This impairment in inhibitory safety learning can be assessed in the laboratory 
using the conditional discrimination (AX+/BX-) paradigm, which has been used in both 
animals (Myers & Davis, 2004) and humans (Jovanovic et al., 2009). In humans, this 
paradigm assesses fear responses elicited when a startle probe is given over repeated 
trials in the presence of either “AX” or “BX,” where “A” paired with “X” predicts the 
occurrence of an aversive stimulus and “B” paired with “X” signals the absence of an 
aversive stimulus. In essence, “A” thus serves as a cue of impending threat, whereas “B” 
functions as a signal of safety. After repeated “AX” and “BX” trials, a single startle probe 
is then given in the presence of both “A” and “B,” serving as the critical test of safety 
signal learning (Jovanovic et al., 2009).  
Impairments in safety-signal learning manifest themselves in the form of fearful 
responding to “AB,” similar to that shown to “AX.” Unlike most individuals, who startle 
less to “AB” than to “AX” because of the association “B” has with safety, individuals 
who have PTSD do not show this decreased fear response to “AB.” Such findings suggest 
that these individuals may have difficulty responding appropriately to safety signals, 
which, in turn, may exacerbate their post-trauma reactions and make the world seem like 
a much more threatening place than it actually is (Myers & Davis, 2004). Given this 
evidence suggesting that parents with PTSD may have difficulty discriminating between 
safety and threat cues, might these parents also demonstrate these difficulties through 
practicing overprotective parenting?  
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Indeed, social learning theories suggest that the emotion of fear and strategies for 
dealing with fear and other emotions can be demonstrated by parents to their children via 
early parent-child learning experiences (Cole, Michel, O’Donnell, & Teti, 1994; Rapee, 
Schniering, & Hudson, 2009). For example, clinically anxious mothers and their children 
both independently interpret ambiguous scenarios as being more threatening than 
nonanxious mothers and their children do, and maternal and child perceptions of threat 
are positively correlated with one another (Creswell et al., 2005). Furthermore, evidence 
suggests that this relationship between maternal and child perception of threat may stem 
from early maternal modeling experiences (Dubi, Rapee, Emerton, & Schniering, 2008), 
wherein mothers’ fearful reactions to stimuli within the environment would be 
demonstrated to their children through specific parenting practices.  
         Parental anxious modeling. Parental anxious modeling refers to a parent’s 
tendency to demonstrate anxious thoughts, feelings, or avoidant behaviors in front of the 
child (Drake & Ginsburg, 2011). Researchers theorized that anxious parents may 
inadvertently teach their children to be fearful and avoidant by demonstrating or 
expressing their own anxiety symptoms in their child’s presence (Bandura, 1977; 
Rachman, 1977). Indeed, accumulating evidence suggests that parental modeling is 
associated with child anxiety (Bogels & Brechman-Toussaint, 2006).   
          A few studies have also demonstrated that anxious parents reinforce avoidance 
behaviors in their children and, therefore, maintain their children’s anxiety (Beidel & 
Turner, 1997). For example, in the study by Drake and Ginsburg (2011) of 82 mother- 
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child dyads with 38 mothers diagnosed with anxiety disorders, anxious mothers reported 
significantly higher avoidance of social and recreational activities, such as spending time  
with friends, going to movies or camping, and playing sports as compared to nonanxious 
mothers. Avoidance of fear-evoking people, places, and situations is a hallmark 
characteristic of anxiety disorders, so anxious mothers and their children endorsing a 
lower level of involvement in social and recreational activities makes intuitive sense.  In 
addition, Moore, Whaley, and Sigman (2004) described catastrophic statements made 
within the context of mother-child dialogue.  
       However, findings from the study of Drake and Ginsburg (2011) of anxious, in 
comparison to nonanxious, mothers showed some inconsistent results, because children 
in this study demonstrated difficulty in perceiving, reporting, and understanding anxious 
and nonanxious modeling practices demonstrated by their mothers. Therefore, the 
researchers emphasized that instruments specifically designed to assess parental and child 
reports of anxious parental modeling are needed.           
         Parental warmth and criticism. Parental warmth refers to behaviors that 
demonstrate affection, acceptance, and verbal expression of positive affect directed 
toward the child (Drake & Ginsburg, 2011). Drake and Ginsburg (2011) theorized that 
anxious parents may be low in warmth, which consequently increases anxiety in children. 
For instance, anxious parents may be overly focused on their own anxiety symptoms and 
fail to notice and satisfy the emotional needs of their children (Ginsburg & Schlossberg, 
2002: Rapee, 1997). Although the evidence supporting this theory is limited, a few  
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studies reported that anxious parents were significantly less warm than nonanxious 
parents. Specifically, anxious parents described themselves as less nurturing than 
nonanxious parents (Lindhout et al., 2006; Turner, Beidel, Roberson-Nay, & Tervo, 
2003).  
           On the other hand, parental criticism refers to behaviors that are overly critical of, 
hostile toward, and rejecting of the child (Drake & Ginsburg, 2011). Researchers 
hypothesized that parental criticism and rejection are linked to increased parent-child 
conflict, reducing a child’s sense of self-competence and self-worth (Ginsburg & 
Schlossberg, 2002; Rapee, 1997). In accord with this hypothesis, anxious mothers were 
also found to be more critical than nonanxious mothers during their interactions with 
their children while completing shared tasks (Whaley, Pinto, & Sigman, 1999).  
         Thus, anxious parents may be at greater risk of engaging in overprotective parenting 
and may demonstrate lower parental warmth (Drake & Ginsburg, 2011). 
Negativity/rejection and overcontrol/overprotection have primarily been associated with 
anxious parenting (McLeod et al., 2007). Also, an authoritarian parenting style and 
increased parental control may lead to increased parent-child aggression (Rodriguez, 
2010) and a poor parent-child relationship (Furnham & Cheng, 2000).  
          Although, Hudson and Dudd (2012) described the parenting of mothers with 
anxiety in general, in this study we hypothesize that parents suffering from PTSD 
symptoms will most likely demonstrate tendencies towards authoritarian and permissive 
parenting styles as a result of posttrauma symptoms.  Further research is needed to  
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develop complete and detailed models explaining the mechanisms through which anxiety 
and PTSD symptoms impact parenting. Additionally, understanding the extent to which 
the presence of anxiety in mothers is related to maternal behavior will allow for clinicians 
to better assess for and modify maladaptive parenting practices, ultimately leading to 
enhanced prevention of and intervention strategies for parental and child anxiety 
(Ginsburg, Silverman, & Kurtines, 1995; Hirshfeld-Becker, & Biederman, 2002). 
                                                         Conclusion 
          PTSD is one of the most common mental disorders, affecting approximately 8% of 
the adult population in the United States (Kessler et al., 1995). PTSD clearly may affect a 
disproportionate number of adults who are or will become parents (Twohig & 
O’Donohue, 2007). Therefore, understanding how PTSD impacts parenting is important. 
Recent studies of  parents with PTSD have provided some preliminary evidence of the 
significance of PTSD symptoms in self-reported and child-reported negative parenting 
behaviors, thereby paving the way for more extensive studies examining these areas. 
       The following study investigated the relationship between parental PTSD symptoms 
and the perceived parenting styles and parenting dimensions demonstrated by Hispanic, 
African American, and European American mothers. It was hypothesized that 
authoritarian and permissive self-reported parenting styles, as well as the parenting 
dimensions of nurturance, consistency, physical punishment, and control, would be 
related to the severity of mothers’ PTSD symptoms.  This study was undertaken in hopes 
that a better understanding of the perceived parenting style of mothers with PTSD would 
help to increase knowledge in this area and build community support for these parents.  
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                                                          Chapter 3                                          
                                                         Hypotheses 
       This study was an observational study examining parenting style and parenting 
dimensions in mothers suffering from PTSD symptoms. The following hypotheses were 
proposed: 
• Mothers with moderate to severe levels of PTSD symptoms would differ from 
mothers with low levels of PTSD symptoms in terms of their perceived or self-
reported parenting style. More specifically, it was proposed that mothers 
experiencing moderate to severe levels of PTSD symptoms would demonstrate 
higher scores on authoritarian and permissive parenting styles scales than mothers 
with low levels of severity of PTSD symptoms. 
• Further, a relationship between the severity of PTSD symptoms and the perceived 
or self-reported parental dimensions of nurturance, consistency, control, and 
parental practice of physical punishment was proposed. The self-reported 
parenting of mothers with moderate to severe levels of PTSD symptoms were 
expected to be characterized by lower levels of nurturance and consistency and 
higher levels of control and physical punishment in comparison with mothers with 
low levels of PTSD symptoms. 
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                                               Chapter 4: Methodology                                                     
                                                 Overview and Design 
         This cross-sectional, case-control, observational study examined the relationship 
between maternal symptoms of posttraumatic stress disorder (PTSD) and perceived 
maternal parenting style and parenting dimensions.  This study examined the data 
collected at a community behavioral-health agency serving individuals and families with 
various mental-health disorders, including PTSD and depression, in Northeast 
Philadelphia. The cross-sectional design allowed for the gathering of data on many 
variables from subjects, for conducting exploratory research of collected variables, and 
for generating hypotheses for future research. Power analysis was conducted, and the 
number of 87 participants was calculated to be sufficient to achieve a sufficient effect 
size and power for this study. However, only 84 participants were recruited before the 
agency requested to stop the recruiting process.   
                                                         Participants 
         The participants in this study included a convenience sample of 84 mothers, foster 
mothers, and female caregivers of children from 5 to 12 years old with English as a 
primary language. Half of the participants reported income under $14,999 per year 
(50%). The racial background of participants was Caucasian (36%), Hispanic (27%), 
Black (22%), Arab and Asian (4%), and Multiracial and other (7%). The majority of 
mothers reported graduating from high school or acquiring a GED (40%). Most 
participants reported a trauma history (79.8%), experiencing traumas associated with 
serious accidents (39.3%), nonsexual assaults (34.5%), sexual assaults (35.7%), and  
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sexual assaults before the age of 18 years (26.2%). The majority of the caregivers 
reported that their trauma incident took place more than 5 years ago prior to this study 
(40.7%). More than half of the caregivers reported feeling helpless (63.4%) and terrified 
(63%) during the traumatic event. Almost half of the participants reported the presence of 
thoughts that their life or another individual’s life was in danger (47% and 43% 
respectively). At least 32% of the participants reported acquiring a physical injury during 
the traumatic event.  
      This sample included mothers who received treatment at a community behavioral 
health outpatient agency in Northeast Philadelphia or who brought their children to the 
agency for treatment. “Mothers” referred to biological parents, nonbiological parents, and 
primary caregivers. Mothers who did not speak English or were unable to read the 
questionnaires were excluded from the study.  No other exclusion criteria were utilized in 
this study. The children of the participants did not take part in this study.  
                                                      Measures 
Demographics  
          Demographic data pertaining to age, ethnicity, marital status, employment, 
educational attainment, number of children in family, and maternal mental health 
disorders were collected through parent participant report. In addition, the participants 
were asked if they had experienced any trauma and if so, were asked to mark the type of 
trauma experienced.  
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The Posttraumatic Stress Disorder Checklist (PCL-C) – Civilian Version 
        The maternal symptoms of PTSD were assessed using the Posttraumatic Stress 
Disorder Checklist – Civilian Version (PCL – C), a widely used self-report questionnaire 
regarding the presence and severity of PTSD symptoms as defined by the DSM – IV – TR 
(2000; Weathers, Litz, Herman, Huska, & Keane, 1993). The mothers were asked to rate 
the extent to which they had been bothered by each of the 17 PTSD symptoms in the 
previous month using a 5-point scale ranging from 1 (not at all) to 5 (extremely). A total 
score was computed by adding the 17 items, so that possible scores ranged from 17 to 85.  
Items were summed to yield a total PTSD symptom severity score and three subscale 
scores: Re-experiencing, Avoidance, and Arousal. 
         The PCL has excellent test-retest reliability over a 2 - 3 day period. Internal 
consistency is very high for each of the three groups of items corresponding to the DSM-
IV-TR (2000) symptom clusters as well as for the full 17-item scale (Prins, Kimerling, 
Yeager, & Magruder, 2010; Weathers et al., 1993). The PCL correlates strongly with 
other measures of PTSD, such as the Mississippi Scale, the posttraumatic stress disorder 
scale (PK) of the MMPI-2, and the Impact of Events Scale, and also correlates 
moderately with level of combat exposure (Weathers et al., 1993). Three versions of the 
PCL are available, although the differences among them are minor. The PCL-M is a 
military version and its questions refer to “a stressful military experience.” The PCL-S is 
a nonmilitary version that can be referenced to any specific traumatic event; the questions 
refer to “the stressful experience.” The PCL-C is a general civilian version that is not 
linked to a specific event; the questions refer to “a stressful experience from the past.”  
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The scoring is the same for all three versions (Prins et al., 2010). 
        Used as a continuous measure, the PCL has good diagnostic utility. In 
Vietnam combat veterans, a cut-off of above and below 50 on the PCL is a good 
predictor of a PTSD diagnosis based on the Structured Clinical Interview for DSM 
disorder (SCID) PTSD module. Principal components analysis revealed one large factor, 
consisting primarily of re-experiencing and hyperarousal items, and one much smaller 
factor, consisting primarily of emotional numbing items (Harrington & Newman, 2007). 
The Beck Depression Inventory (BDI) 
       The Beck Depression Inventory (BDI) is a 21-item, self-report rating inventory that 
measures characteristic attitudes and symptoms of depression. Since trauma and 
depression symptoms are often comorbid (Dunn, 1993), the BDI was included in this 
study to control for the effects of depression on parenting. The 21 questions on the BDI 
assess mood, pessimism, sense of failure, self-dissatisfaction, guilt, punishment, self-
dislike, self-accusation, suicidal ideas, crying, irritability, social withdrawal, body image, 
work difficulties, insomnia, fatigue, appetite, weight loss, bodily preoccupation, and loss 
of libido. Items 1 through 13 assess symptoms that are psychological in nature, while 
items 14 through 21 assess symptoms that are more physical. Each item is rated on a 4-
point scale ranging from 0 (no symptom) to 3 (severe symptom). The maximum total 
score is 63. The sum of all BDI item scores indicates the severity of depression.  
      The test is scored differently for the general population and for individuals who have 
been clinically diagnosed with depression. For the general population, a score of 21 or 
over represents depression. For people who have been clinically diagnosed, scores from 0  
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to 9 represent minimal depressive symptoms, scores of 10 to 16 indicate mild depression, 
scores of 17 to 29 indicate moderate depression, and scores of 30 to 63 indicate severe 
depression. The BDI can distinguish among different subtypes of depressive disorders, 
such as major depression and dysthymia (a less severe form of depression).  
        The BDI takes approximately 10 minutes to complete and requires a fifth-  to sixth- 
grade reading level to adequately understand the questions. Internal consistency for the 
BDI ranges from .73 to .92, with a mean of .86. Similar reliabilities have been found for 
the 13-item short form. The BDI demonstrates high internal consistency, with alpha 
coefficients of .86 and .81 for psychiatric and nonpsychiatric populations respectively.  
      The BDI has been used for 35 years to identify and assess depressive symptoms and 
has been reported to be highly reliable regardless of the population. It has a high 
coefficient alpha (.80), its construct validity has been established, and it is able to 
differentiate depressed from non-depressed patients (Beck et al., 1988). In addition, the 
BDI was identified to be highly valid in identifying symptoms of depression across 
various races, ages, income levels, and cultures, such as in Portuguese students (Campos 
& Goncalves, 2011), Korean elderly patients (Sangmee, Park, Jo, Ryu, & Han, 2007); 
Nigerian adolescents (Adewuya, Ola, & Aloba, 2007); low-income African American 
suicide attempters (Joe, Woolley, Brown, Ghahramanlou-Holloway, & Beck, 2008); and 
Mexican American adolescents (Wilson Van Voorhis & Blumentritt, 2007).  
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The Parenting Authority Questionnaire – revised version (PAQ – R) 
The PAQ - R (Reitman et al., 2001) consists of 30 items: 10 items measuring the 
authoritarian parenting style, 10 items measuring the authoritative parenting style, and 10 
items measuring the permissive parenting style. An example of an authoritarian item is 
“When I ask my children to do something, I want them to do it immediately without 
asking any questions.” An authoritative item is “When my family chooses to do 
something, I will discuss the reasons for the choice with the children.” A permissive item 
is “I feel that children can do whatever they like.” Responses to each of these items were 
rated on a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree).  
Internal consistency of the resulting subscales was evaluated with Cronbach’s 
alpha (Reitman et al., 2001). For each subscale of the PAQ, a scale score was obtained by 
taking a mean of the relevant items. A higher score indicated a higher level of that 
particular parenting style.  Among the Authoritarian scale items, items 2, 3, 12, 16, and 
18 did not contribute to internal consistency of the scale. These items were therefore 
dropped, and the authoritarian composite included the remaining five items. Cronbach 
alpha coefficients revealed good internal consistency in the subscales (Authoritarian, α = 
.686; Authoritative, α = .680; Permissive, α = .663; Reitman et al., 2001).  
The Parenting Dimensions Inventory - Short Version (PDI – S) 
         The Parenting Dimensions Inventory- Short Version (PDI-S) is a self-report 
questionnaire that measures the following dimensions of parenting: nurturance, 
responsiveness to child input, parental support, type of parental control, amount of 
parental control and maturity, and consistency and organization. The scales on the PDI –  
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S include measures of nurturance, consistency (related to discipline), organization, 
permissiveness, and type of control used (relating to the use of consequences, such as 
physical punishment, material/social consequences, reasoning, scolding, and reminding); 
(Power, 2002).  
       There are four groups of responses on the instrument. Two groups consist of 
statements that are rated on a 6-point Likert scale. A third group requires the choice of 
one of two statements that best describes the respondent, and the fourth group consists of 
short scenarios to which the parent is asked to indicate the likelihood of responding in a 
specific way. The instrument was initially developed as a longer version. Research has 
helped to identify the scales that are most reliable and valid (Power, 2002). The reliability 
of the instrument was established through several studies. The first  examined the 
instrument as administered to parents of children aged 6 through 12 years and of middle-
class socioeconomic status (Slater & Power, 1987).  
        An extension of the study, utilizing a sample of American families and a sample of 
Japanese families also found reliability (Power, Kobayashi-Winata, & Kelley, 1991). 
Along with other colleagues, Power (Slater & Power, 1987) later examined a sample of 
mothers from a low-income population and was able to obtain sufficient stability over 3 
years of repeated ratings. The initial studies of the PDI showed the scale to be a valid 
predictor both of child behavioral problems and of child social competence, using the 
Child Behavior Checklist as a predictor variable (Slater & Power, 1987). Other 
researchers have used the PDI to assess and predict the relationship between qualities of  
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parenting and children’s symptomatology (Hasan & Power, 2002) and coping and 
problem solving (Hardy, Power, & Jaedicke, 1993). 
                                                            Procedure 
           Permission was obtained from the Tree of Life agency to administer the measures 
to participants in this study. The agency granted the investigator permission to provide 
female parents and caregivers with measures assessing the symptoms of trauma, 
parenting style, and parenting dimensions. Mothers and female caregivers did not receive 
any compensation for their time.   The responsible investigator asked all women in the 
waiting room to participate in the study.  Potential participants in the waiting room were 
approached by the investigator and asked if they had children and asked about their 
interest in participating in a study investigating their experiences as parents and 
symptoms they may experience. No screening for trauma history was offered to the 
potential participants. Interested participants were invited into a separate room, where 
they were provided with the informed consent, a participation letter, the packet of 
questionnaires, and a general instruction page. The investigator emphasized their ability 
to withdraw from the study at any time and that participation or lack of participation in 
this study was not going to affect their treatment in any way. While in the separate office, 
the participants were asked to read the general instruction page and complete the 
questionnaires in a random order to minimize order effects. Completion of the 
questionnaires took from 35 to 45 minutes.    The researcher was available when the 
participants were completing the self-report questionnaires should any questions arise.  
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The researcher developed a standard protocol for answering questions that the 
participants or parents might ask. The participants completed the questionnaires and 
placed them back in the envelope. After completing the measures, the researcher 
provided the participant with a brief letter explaining the study. Once received by the 
investigator, the forms were placed and stored by the investigator in a locked cabinet in a 
secured location. Procedures in place to ensure anonymity of the subjects are described in 
a following section.                                                          
 Analysis of Risk and Benefit Ratio 
        The potential risk associated with this study was minimal because the questionnaires 
were completed anonymously and the questionnaires had a low potential to cause 
discomfort. Completing the BDI and PCL potentially could have triggered some stress 
reactions in the participants because some of the questions focused on their depressive 
symptoms, history of trauma, and parenting. However, the results of this study may help 
other parents suffering from PTSD in the future.  
Procedures for Maintaining Confidentiality 
      Participants were not be asked to provide any identifying information (date of birth, 
date of birth of children, Social Security number, or name) when they completed the 
assessments. The forms were placed inside a locked file cabinet by the investigator. Only 
the researcher had access to the self-report questionnaires. The data base did not contain 
identifiers. The informed consent forms were separated from the packet of documentation  
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and were not connected to the questionnaire data. Informed consent forms were stored in 
a locked cabinet separate from the questionnaire data.                                                 
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                                            Chapter 5: Results 
      Descriptive analyses were conducted on the data for the 84 participants to obtain the 
means and standard deviations for the variables evaluated in the study. These values are 
reported in Table 1. Pearson’s correlations were then calculated to examine relationships 
among variables. 
Table 1 
Descriptive Statistics for the Study Sample 
               Variable                                  Mean             SD          Minimum            
Maximum 
Number of children in family                3.03                1.45                1                            6 
Mother’s education                                2.92                1.16                1                            5 
Family’s income                                     2.73                1.83                1                            8 
Beck Depression Inventory –                 13.2                13.1                 0                           57                  
       total score 
PTSD Checklist Civilian Version          38.6                 18.5                17                         85 
       total score 
Permissive Parenting Style –                 22.08                6.14              2                            34 
         Parental Authority Questionnaire                                                                
Authoritarian Parenting Style –             36.1                  5.29               22                         49 
         Parental Authority Questionnaire                                                             (continued)          
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Table 1 
Descriptive Statistics for the Study Sample (continued) 
         Variable                                           Mean               SD           Minimum      
Maximum 
Authoritative Parenting Style –             40.6                  6.54               30                   79 
       Parental Authority Questionnaire 
Parenting Dimensions Inventory –           29.4               4.66              15                    36 
       Nurturance scale 
Parenting Dimensions Inventory –           9.92               3.86              4                      22 
       Inconsistency scale 
Parenting Dimensions Inventory –          13.13              3.16               5                     18 
       Following through with 
       directions scale 
Parenting Dimensions Inventory –          19.14              3.48               7                      24 
       Family organization scale 
Parenting Dimensions Inventory –          4.16                1.14                0                      5 
       Amount of parental control 
       scale 
Parenting Dimensions Inventory –          0.35                0.63                0                       3 
       Letting situations go scale 
Parenting Dimensions Inventory –          0.61                0.78                0                       3 
      Physical punishment scale                                                                  (continued) 
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Table 1 
Descriptive Statistics for the Study Sample (continued) 
Variable                                                   Mean               SD         Minimum          
Maximum 
Parenting Dimensions Inventory –          2.23                0.75                0.20                  3 
       Material consequences scale 
Parenting Dimensions Inventory –          1.81                0.94                 0                       3 
       Social consequences scale 
Parenting Dimensions Inventory –          2.55                0.63                0                          3 
       Reasoning with child scale 
Parenting Dimensions Inventory –          1.10                1.00                0                          3 
       Scolding the child scale 
Parenting Dimensions Inventory –          2.62                0.63                0                          3 
       Reminding the child scale 
 
 
          The categorization of mothers into the moderate-to-severe group or the low- 
severity group was based on the diagnostic scoring procedure for the PCL measure. 
According to this procedure, PCL items are grouped into one of the three DSM – IV – TR 
(2000) symptom categories: Items 1 through 5 fall under the Reminders category, Items 6 
through 12 fall under the Avoidance category, and Items 13 through 17 fall under the  
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Hypervigilance category. Items rated as 3 to 5 (Moderate or above) are considered 
symptomatic, and responses scored 1 or 2 (below Moderate) are considered 
nonsymptomatic. If at least one item is rated symptomatic in the Reminder category, that 
entire category is considered symptomatic. If at least three items in the Avoidance 
category are rated symptomatic, that entire category is considered symptomatic. If at least 
two items in the Hypervigilance category are rated as symptomatic, that entire category is 
considered symptomatic. For the purposes of the current study, the moderate-to-severe 
PTSD symptom group consisted of mothers who were symptomatic in two or three 
categories (N = 43). The low PTSD symptom group consisted of mothers who were 
symptomatic in one or none of the symptom categories (N = 41).   
        Measuring disease severity in populations requires the stipulation of diagnostic 
criteria. Increasingly, disease in a population seems to exist as a continuum of severity 
rather than as an all-or-none phenomenon. For most acquired disorders the real question 
in population studies is not “Does the person have it?” but “How much of it does the 
person have?” Therefore, in this study, the sample was divided in two groups by the 
clinical importance of their symptoms. Clinical importance may be defined by the level 
of a variable above which symptoms and complications become more frequent 
(“Quantifying Disease in Populations,” 2014). Thus, the mothers with moderate to severe 
levels of PTSD were defined as endorsing clinically important levels of the disorder, and 
the mothers with absence or low levels of PTSD symptoms were defined as endorsing 
symptoms of the disorder that are not clinically important. Based on the design of this  
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study, the group of cases and the group of controls were identified according to the 
clinical importance of their symptoms.  
       The results of chi-square analysis indicated that the groups of mothers did not 
demonstrate significant differences in regards to income, education, number of children 
in family, or mothers’ ages. In addition, almost half of the participants reported following 
an authoritative parenting style (47%), and the remaining parents reported following an 
authoritarian parenting style (17%). Only 2% of the mothers obtained equal scores on 
both Authoritative and Authoritarian subscales of the parenting style questionnaire. One 
parent appeared to have equal scores on the Authoritative, Authoritarian, and Permissive 
parenting style subscales. 
 
Table 2 
Correlations of Maternal PTSD, Parenting Styles, and Parenting Dimensions 
Measure                       2         3        4       5       6       7       8       9       10      11     12      13      14     15     16 
1. Trauma (PCL)         02  .13  .26*    .06   .17    .03   -.17    .12     -.13  -.03    .12    .07      .15     .15     .14 
2. Permissive Parenting      .07-.07    -.15    .27*-.13   -.15   -.22*    .09   .03   -.23* -.08   -.10   -.00     -.12  
            Style 
3. Authoritarian Parenting         .25*   .01    .17   .19    -.00   -.00    -.01   .42** .01   .17   -.09     .07       .01                                                                                                                                               
            Style 
4. Authoritative Parenting                   .25*  .05  .30**  .12    .03   -.04   -.02     .04    .05    .16      .12     .18  
             Style                                                                                                                           (continued) 
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Table 2  
Correlations of Maternal PTSD, Parenting Styles, and Parenting Dimensions (continued) 
Measure                  1        2       3       4       5       6        7      8      9      10      11      12     13     14     15     16 
5. Nurturance                                                -.01  .50**  .28**-.01  -.20   -.38** .19    .03   .38** -.05   .34**      
6. Inconsistency                                                     -.28**-.10      .07   .11     .01    .06    .19    .06       .03   .09  
7. Following Through                                                        .41** -.04  -.00   -.19     .25*  .01   .18      -.03   .09 
          With Directions 
8. Family Organization                                                               -.05  -.01   -.11     .06   -.08   .09    -.10     .12 
9. Parental Control                                                                              -.12     .02     .00    .02  -.02     .19     .09  
10. Parenting Dimension –                                                                             .06     .08     .08  -.07    -.09  -.15 
          Letting Situations Go 
11. Parenting Dimension –                                                                                     -.28** -.00 -.37** .20-.25*  
          Physical Punishment 
12. Parenting Dimension –                                                                                               .55**.44**-.07.50**  
          Material Consequences 
13. Parenting Dimension –                                                                                                        .11    .15   .26* 
           Social Consequences 
14. Parenting Dimension –                                                                                                                  .10 .75** 
           Reasoning with Child 
15. Parenting Dimension –                                                                                                                        -.04 
          Scolding the Child 
16. Parenting Dimension –  
          Reminding the Child 
Note. PTSD = posttraumatic stress disorder; PCL = Posttraumatic Stress Disorder Checklist. 
*p <. 05. **p < .01 
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     The results of the correlational analysis demonstrated the relationship between the 
trauma symptoms and authoritative parenting style (r = .25; p = .02). These findings were 
inconsistent with Hypothesis I of this study. Authoritarian parenting style was positively 
correlated with authoritative parenting style, although these parenting styles significantly 
differ in their definitions and parental behaviors.  
    A t test was conducted in order to test the hypothesis that mothers with a low level of 
PTSD symptoms would differ from mothers with moderate to severe levels of PTSD 
symptoms in their depression severity levels.   A t test revealed a significant difference 
between the two groups, t (82) = -6.08, p = .00. As a result of this difference, depression 
was included as a covariate in group comparisons.  
       A MANCOVA was conducted to test the hypothesis that mothers with moderate to 
severe levels of PTSD symptoms would differ from mothers with low levels of PTSD 
symptoms in terms of their perceived or self-reported parenting style. There were no 
significant main effects of maternal trauma on the permissive, authoritarian, and 
authoritative parenting styles, F (1, 80) = .29, p = .86; F (1, 80) = .11, p = .73; F (1, 80) = 
2.72, p = .10, respectively.  
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Table 3  
Dependent Variable Interaction Effects, Means, and Standard Errors for Mothers with 
Low level of PTSD and Mothers with Moderate to Severe Levels of PTSD and Their 
Parenting Style with Depression as a Covariate 
________________________________________________________________________ 
                                                                                  Mothers with low      Mothers with moderate     Total  
                                                                                  symptoms of PTSD         to severe PTSD 
                                                                                  ________________     __________________  ______ 
Variable            df     Error df       F       p                       M (SD)                           M (SD)                M (SD) 
______________________________________________________________________________________ 
 
Permissive          1      80      0.29         .86                    22.87(5.83)                    21.8(5.70)            22.32(5.75) 
   parenting  
    style 
Authoritarian      1     80          .11        .73                   35.82(5.41)                    36.38(5.24)          36.10(5.29)                                 
   parenting 
   style 
Authoritative      1      80       2.72        .10                  39.42(4.41)                     41.85(7.94)          40.67(6.54) 
   parenting 
   style 
Note. PTSD = Posttraumatic stress disorder 
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      MANCOVA was conducted to test the hypothesis that mothers with moderate to 
severe levels of PTSD symptoms would differ from mothers with low levels of PTSD 
symptoms in self-reported dimensions of parenting: nurturance, consistency, control, and 
parental practice of physical punishment. There were no significant differences between 
groups on any of these parenting dimensions,  F(1, 82) = 2.58, p = .11; F(1, 82) = .88, p = 
.35; F(1, 82) = .006, p = .93; F(1, 82) = 1.04, p = .31, respectively. 
Table 4  
Dependent Variable Interaction Effects, Means, and Standard Errors for Mothers with 
Low Level of PTSD and Mothers with Moderate to Severe Levels of PTSD and their 
Parenting Dimensions with Depression as a Covariate 
______________________________________________________________________ 
                                                                                  Mothers with Low      Mothers with Moderate     Total  
                                                                                    Symptoms of PTSD         to Severe PTSD 
                                                                                   _________________    _________________     ______       
Variable       df          Error df       F        p                     M (SD)                           M (SD)                M (SD) 
______________________________________________________________________________________ 
Nurturance   1              82          2.58      .11                    29.90(3.93)                    29(5.27)            29.48(4.66)                                                                                                                    
Amount of    1              82          .88        .35                     4.00(1.30)                    4.32(.96)            4.16(1.14)                                 
   Control   
Consistency  1              82          .006      .93                  10.21(3.62)                     9.65(4.09)           9.92(3.86) 
Physical         1              82          1.04      .31                   .60(.85)                          .61(.72)                 .61(.78) 
   Punishment 
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                                          Chapter 6: Discussion 
      This study sought to determine whether there were significant differences in 
parenting styles and parenting dimensions between mothers with low levels of PTSD 
symptoms and mothers with moderate to severe PTSD symptoms. This study attempted 
to control for the potential influence of maternal depression on the parenting styles and 
dimensions by investigating depression symptoms as a covariate. Contrary to the 
hypothesis, the results of the current study indicate that after depression was controlled, 
severity of maternal PTSD symptoms was not associated with significant differences in 
parenting styles or in parenting dimensions. PTSD symptom severity was not differently 
associated with authoritative, authoritarian, or permissive parenting styles. PTSD 
symptom severity was also not differently associated with the following parenting 
dimensions: nurturance, consistency, control, and physical punishment.  
      There are a number of possible explanations for these findings. These findings may 
indicate that maternal PTSD symptoms may be related to some construct other than 
parenting style. Perhaps other factors, such as depressive symptoms, marital satisfaction 
(Samper et al., 2004), or social supports (Riggs et al., 1998), play a greater role in 
determining parenting style than does PTSD symptom severity. Also, parenting factors, 
other than style, such as the ways parents communicate with their children could be 
influenced by maternal PTSD symptoms. The experience of the trauma affects 
fundamental assumptions about the world and self. Thus, after the trauma, the world is 
perceived as unsafe and insecure (Janoff-Bulman, 1992). Ancharoff et al. (1998) pointed 
out that traumatized parents equip their children with the strategies that could be useful to  
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survive possible trauma. Therefore, investigating parent-child communication styles the 
ways a parent reacts to the events outside of the home could demonstrate a stronger link 
to maternal PTSD symptoms than does parenting style. 
        In addition, this sample was clinic referred. The mothers in this sample may or may 
not have been seeing a psychiatrist or a therapist.  The mothers in this sample, some 
bringing their child for therapy or some attending therapy themselves, would likely have 
awareness of the effects of negative parenting and may have been receiving services to 
correct problematic parenting practices. A sample of mothers with less awareness of 
negative parenting could also demonstrate different patterns in maternal reporting of 
parenting. Therefore, participants’ reports could reflect the pattern of engaging in less 
problematic parenting behaviors than the reports of mothers with trauma history who 
were not receiving services.           
        Why are the results of this study different from those of other studies? Some of these 
past studies investigated how specific PTSD symptom categories (e.g., avoidance, 
hypervigilance) impacted parenting, instead of examining the relationship between 
parenting and PTSD global symptom severity in general.  For instance, the findings of 
Gewirtz et al. (2010) indicated a significant relationship between the emotional 
numbing/avoidance PTSD symptom cluster and negative parenting behaviors (e.g., 
inconsistent discipline, poor supervision). The Gewirtz et al. (2010) study utilized the 
PCL as a measure of PTSD severity; however, the researchers separated the subscales of 
the PCL (l.e.., as the Re-experiencing subscale, Avoidance subscale, and Arousal 
subscale) and compared each of them to the following perceived parenting behaviors as  
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reported on the Alabama Parenting Questionnaire - Short Form (APQ – 9) subscales: 
positive parenting, inconsistent discipline, poor supervision, and parent-child 
involvement. In another study, Cohen et al. (2011) found that certain PTSD symptom 
clusters, specifically avoidance and emotional numbness symptoms, accounted for the 
inverse relationships between PTSD and parental functioning and satisfaction. Therefore, 
solely examining general maternal severity of PTSD symptoms with parenting styles and 
dimensions may obscure the effects of specific symptom clusters.  
      The timing and types of the maternal experience of trauma may also have impacted 
the results of this study. The mothers presented in this sample significantly varied in 
terms of the timing and types of their traumas. For instance, 40% of mothers in the 
sample reported that their trauma occurred more than 5 years prior to this study, 22% 
reported the trauma occurred 6 months to 3 years prior, and the rest of the sample 
reported a variety of times when the traumatic incidents took place. At least 8% of the 
mothers reported that trauma happened less than 6 months prior. Perhaps mothers who 
experienced the trauma fewer than 5 years ago prior to this study were not able to self-
report trauma symptoms separately from other difficulties related to daily stressors, 
depression, or anxiety that they may have experienced since the traumatic incident. For 
instance, some items on the PCL – C measure request the responder to self-report the 
following difficulties: trouble falling or staying asleep, not being able to enjoy life, and 
feeling upset about the reminder related to a stressful event in the past. Clearly, such 
symptoms as sleep disturbance or anhedonia could be related not only to the traumatic 
incident, but also to stress, anxiety, etc. Therefore, participants could have reported these  
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difficulties on the PCL – C measure, even though they could have been suffering from 
stress symptoms related to events in their lives other than trauma. 
       In addition, in comparison to prior studies, the mothers in the current study 
significantly varied in terms of the types of their trauma. Although 79% of the mothers 
reported a history of trauma, 39% of the mothers experienced a serious accident (car, fire, 
explosion, etc.), 34% of the parents experienced nonsexual assault, 35% of the parents 
experienced sexual assault, 26% of the parents survived childhood sexual assault, and the 
rest of the sample reported other types of traumatic events.  Thus, a more homogeneous 
sample of parents in terms of types of trauma could demonstrate different than those of 
the current study.  
          In contrast to the current study, other studies that have found a relationship 
between PTSD and parenting have evaluated individuals experiencing similar types of 
events and recent traumas. Most studies were conducted with the survivors of a natural 
disaster or military parents who returned from deployment. For example, Polusny et al. 
(2011) found a significant relationship between parental symptoms of PTSD and an 
increase in adolescents’ symptoms of PTSD in a sample of parents from a Minnesota 
community who were exposed to the same traumatic incident: a series of severe 
tornadoes in March, 1998. In addition, findings of Xin Huang, Tan, Liu, Zhou, and Yang 
(2010) indicated a significant relationship between the severity of parental PTSD 
symptoms and parent-child relationship variables (e.g., parental violence). In this study, 
both children and their parents experienced the traumatic events of surviving a flood in  
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Hunan, China. Another study that demonstrated a relationship between parenting 
dimensions (e.g., unavailability, detachment, disinterest, poor ability to participate in and 
enjoy interactions with children) and PTSD symptoms evaluated a sample of combat 
veterans who had experienced the same type of trauma during a similar timeframe 
(Ruscio et al., 2002).  Therefore, the fact that mothers in the current study significantly 
varied in the types of trauma and the times when traumatic incidents took place could 
have resulted in significant variability and inaccuracy of parental reports of their trauma 
symptoms, specifically when reporting the symptoms that could result from stressors 
other than trauma.          
Study Limitations 
       In research, advantages and pitfalls are associated with any study; some are 
inherently obvious from the beginning and others emerge during the process. There were 
several limitations in the current study. The first limitation lies within the composition of 
the current sample. The convenience sample consisted of mothers within a homogeneous 
lower socioeconomic status (SES) level. Thus the homogeneity of the sample in terms of 
lower SES level could affect generalizability of the results. The results could possibly be 
different within a heterogeneous income sample.  
       The second limitation of this study concerns the reliability of self-reports provided 
by this sample of mothers.  Parents could underreport or overreport behaviors for various 
reasons, such as wishing to be viewed in a positive light. In addition, it is not uncommon 
for the parents who attend community behavioral-health services clinics to have had 
experiences with or have been reported to and/or investigated by the Department of Child  
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and Youth Services. These parents could be concerned that reporting negative parenting 
practices could affect the custody of their child. Although participants in this study were  
informed about the confidentiality of the information that they provided about their 
parenting, they could possibly have remained guarded and cautious about revealing any 
negative parenting behaviors.  
      As a result, including children’s reports of parental behaviors may help gather more 
accurate information and address the limitation of maternal attempts to present 
themselves in a positive light. For example, the study of Gil-Rivas, Kilmer, Hypes, and 
Roof (2009) utilized both parental- and child-completed measures on caregiver’s warmth 
and acceptance, caregiver-child conflict, perceived caregiver distress, and unavailability.  
In this study, both children and parents were survivors of Hurricane Katrina. Although 
children’s reports did not differ from parental reports in terms of warmth, acceptance, and 
caregiver-child conflict, the children were able to report on their caregiver’s high level of 
distress and avoidance of talking about the trauma. To address this limitation, future 
research may include children’s reports of parenting behaviors as well.   
     The third limitation lies within the size of the sample in this study and the research 
design of this study.  The study included only 84 mothers; a larger sample of parents 
might have demonstrated different results in the study. Furthermore, every research 
design has different limitations. For instance, a cross-sectional design was utilized in this 
study. One of the limitations of the cross-sectional design is a cohort effect. A cohort 
effect refers to the possibility that different groups of subjects or cohorts may have 
unique characteristics because of their different histories. For instance, mothers in this  
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sample differed from each other not only in terms of types and timing of their trauma, but 
also in age and number of children. Thus, possibly one or more of the previously  
described characteristics of the sample could have influenced the results of some mothers 
in this sample. 
     The fourth limitation lies within the generalizability of the measure of trauma 
symptoms PCL – C, that was utilized in the current study.  The trauma measure PCL was 
originally designed to evaluate PTSD symptoms in combat veterans. Although, the PCL – 
C is used for the identification of PTSD, the operating characteristics of the PCL – C 
remain unstudied in the nonmilitary population (Gore et al., 2013). Therefore, the 
reliability of the PCL – C may not be generalizable for nonmilitary populations. Thus, 
possibly the low generalizability of the trauma measure utilized in the current study 
obscured the results. 
    The final limitation of this study is that both reliabilities (test-retest and internal 
consistency) for the parenting measure, PAQ – R, were modest, with the 
Authoritativeness subscale demonstrating unacceptably low reliability in lower SES 
(primarily African American samples). Significant revision of the items on the subscale 
of Authoritativeness may be desirable to better capture the Authoritativeness construct 
(Reitman, Rhode, Hupp, Altobello, 2002).  Although the sample in the current study did 
not consist of primarily African American mothers, most mothers in current study 
represented lower SES population. Therefore, the distinction between authoritative and 
authoritarian parenting styles may be less meaningful for lower SES population. Thus,  
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the reliability of the Authoritativeness subscale could have influenced the results of 
mothers with moderate to severe trauma symptoms in this sample.  
Future Directions 
        The findings of this study may indicate that mothers with low or moderate to severe 
PTSD symptoms do not differ in their parenting styles and dimensions when depression 
symptoms are controlled. Perhaps the differences in parenting found in previous research 
(Polusny et al., 2011; Gewirtz et al. 2010) are more closely related to the timing and type 
of the trauma experienced, specific clusters of PTSD symptoms, or, possibly, untreated 
trauma symptoms. Therefore, future studies may examine more specific constructs, such 
as PTSD symptom clusters and additional parental constructs, such as parenting 
behaviors, parent-child communication styles, or parental stress. In addition, future 
studies should utilize larger homogeneous samples of parents with similar types and 
timing of the trauma to explore parenting styles, dimensions, and behaviors of parents 
suffering from PTSD.  
        This study did not include children in completing the reports on their mothers’ 
parenting styles and dimensions. However, future research should not rely on parental 
self-reports alone, but should engage children in completing reports about parenting 
styles and dimensions to ensure the reliability and validity of the ratings. Furthermore, 
future research should not rely solely on parental self-report measures of their trauma 
symptoms, specifically in heterogeneous populations in terms of type and timing of their 
traumatic incidents. Instead, the Posttraumatic Symptoms Scale – Interview Version (PSS 
– I) can possibly be utilized to increase generalizability and reliability of the trauma  
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symptoms measure (Foa, Riggs, Dances, & Rothbaum, 1993). The trauma interview 
measure for the parents would allow for more accurate reports of the symptoms directly  
resulting from their trauma incident than would the reports of the symptoms of stress. In 
addition, the parenting measure that better captures the constructs of authoritativeness, 
permissiveness, and authoritarianism constructs would allow for more accurate reports of 
parenting styles. Thus, the investigation of the parental trauma symptoms in relation to 
parenting styles and dimensions can yield significant results in future research.      
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                                                      Appendix A 
      
We are asking that you complete the following questionnaires as a part of a dissertation 
research project. To participate, please fill out the attached questionnaires. You will be 
asked about trauma symptoms and parenting practices. It should take you roughly 20 
minutes to fill out the questionnaires. Your participation is completely voluntary. None of 
you identifying information can be connected to this data. None of your answers to these 
questions will be linked to you in any way. This data can only be linked to the 
identification number above.  
                                        DEMOGRAPHIC INFORMATION 
What is your age?                               What is your primary language? 
  18-25                                              __________________________ 
  26-40 
  41-55 
  56-89 
What is your gender?                         What is/are your child’s/children’s current age/ages?                                               
                                                                                           
  Male                                                      Child # 1 ____                         
  Female                                                   Child # 2 ____                           
                                                                    Child # 3 ____                         
How would you classify yourself?             Child # 4 ____ 
                                                                    Child # 5 ____  
 Arab                                                       Child # 6 ____                          
 Asian                                                      Child # 7 ____ 
 Black 
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 Caucasian/White 
 Hispanic 
 Latino 
 Multiracial 
 Other 
 
What is the highest level of education you have completed? 
 Middle school 
 High school/GED 
 Technical school (2 years) 
 Some college 
 Graduated from college 
 
What is your current household income in U.S. dollars? 
 Under $10,000 
 $10,000 – 14,999 
 $15,000 – 24,999 
 $25,000 – 34,999 
 $35,000 – 49,999 
 $50,000 – 74,999 
 Over 75,000 
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Many people have lived through or witnessed a very stressful and traumatic event at 
some point in their lives. Below is a list of traumatic events. Please mark the events that 
have happened to you or that you have witnessed. If none, proceed to the next 
questionnaire: 
 
 Serious accident (fire, explosion, for example, farm, car, plane, boating accident) 
 Natural disaster (for example, tornado, hurricane, floor, major earthquake) 
 Non-sexual assault by stranger or someone you know (being mugged, physically 
attacked, shot, stabbed, or held at a gunpoint) 
 Sexual assault by a stranger or by a family member or someone you know (rape or 
attempted rape) 
 Military combat or war zone 
 Sexual contact when you were younger than 18 with someone who was 5 or more 
years older than you (for example, genitals, breasts) 
 Imprisonment (prisoner of war, hostage, prison inmate) 
 Torture 
 Life-threatening illness 
 Other traumatic event 
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During one of these traumatic events: 
 
Where you physically injured?                                               
 YES    
 NO 
 
Did you think that your life was in danger?  
 YES    
 NO 
 
Did you think that someone else’s life was in danger?  
 YES    
 NO 
 
Did you feel helpless?  
 YES   
 NO 
 
Did you feel terrified?  
 YES      
 NO 
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How long ago did the most recent traumatic event happen? 
 
 Less than 1 month 
 1 to 3 months 
 3 to 6 months 
 6 months to 3 years 
 3 to 5 years 
 More than 5 years 
 
